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Editorial 


Cardiac Pacing in Cardiomyopathies 


JK Practitioner 199 7; 4:1 1 


The conventional treatment of various forms 
of cardiomypathies includes drugs and in selected 
cases surgery. Permanent cardiac pacing is gaining 
attention recently although the observation that 
outflow tract obstruction decreased during right ven¬ 
tricular pacing in patients with the obstructive form 
of the hypertrophic cardiomyopathy (HOCM) was 
made in seventies. It has now been shown that dual 
chamber pacing with a short A-V delay is benefi¬ 
cial in such cases°' 4> . As regards dilated 
cardiomyopathy (DCM). Hochlcitner et al<’> have 
demonstrated beneficial effects of DDD pacing in 
severely symptomatic patients. Long-term results 
of DDD pacing were reported with encouraging rc- 
sults"’. Breckcr ct al (,> reported their experience in 
12 patients with DCM with the observation that the 
best results are obtained with short test A-V delay 
Symanski ct al (8) from Mayo clinic observed that 
patients with long intrinsic A-V conduction time 
showed improvement in cardiac output upon tem¬ 
porary dual chamber pacing. 

Mechanism(s) of the beneficial effect in HCM 
is physiologically understandable. It is a well 
known fact that when LBBB develops in patients 
with HOCM, the outflow obstruction decreases be¬ 
cause the septal motion becomes paradoxic and it 
moves away from the posterior wall during systole. 
Similar phenomenon occurs during RV pacing. Dual 
chamber pacing with short A-V delay has the most 
beneficial effect because in addition to the pre-ex¬ 
citation of the ventricles and resultant reduction of 
the outflow gradient, the atrial contribution to the 
cardiac output is also maintained. However, loo 
short an A-V delay negates the benefits. In some 
cases the A-V node may need to be ablated to keep 
the A-V delay at reasonable levels. DDD pacing 
therefore may be considered in symptomatic patients 
despite medical therapy as it is far more simpler 
and easier procedure ;than myectomy or mitral value 
replacement. 

As regards DCM, the mechanism of the ben¬ 
efit is obscure. However it has been seen that a short 
A-V delay here also is associated with best results. 
It has been observed that patients with late dias¬ 
tolic regurgitation and resultant reduction of ven¬ 
tricular filling and preload is common in patients 
with long PR interval. Thus shortening of the A-V 
delay eliminates the late diastolic regurgitation 
thereby increasing the stroke volume. However, 


these observations are not consistent and the late 
diastolic regurgitation is not common occurrence^ 

As of now. pacing cannot be considered a standard 
treatment for DCM. however those with severe 
symptoms despite medical therapy and particularly 
with long PR intervals in sinus rhythm should re¬ 
ceive a trial of temporary dual chamber pacing with 
invasive and non-invasivc monitoring. If improve¬ 
ment is demostrable in cardiac output, then perma¬ 
nent pacing can be offered to these patients Pacing 
may also be considered in patients unsuitable for 
transplantation and as a bridge before this modal¬ 
ity of treatment. 

Dr. Khurshid Iqbal 

Associate professor, cardiology. 

SKIMS. Srinagar. 
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Review Article 


AIDS Vaccines - An Update 

G.H. Hajini*; IfTat Hassan**; 

Parvaiz A. Shah***; S.T. Hussain**** 

JK Practitioner 1997; 4:1 2-5 


Acquired immunodeficiency syndrome (AIDS) 
is a life threatening and debilitating disease state 
caused by retrovirus infection and the etiologic 
agent is now widely known as the human 
immunodeficiency virus (HIV). A retroviral cause 
for AIDS was first established by Luc Montagnicr. 
a French researcher, who isolated the virus from a 
patients suffering from lymphadeno-pathy. and 
named it as lymphadenopathy associated virus 
(LAV) which was later renamed as human immu¬ 
nodeficiency virus or HIV'. Since the discovery of 
AIDS in 1981 in the United States the disease has 
grown into pandemic proportions around the globe 
Although the number of new infections per year are 
beginning to plateau in the western hemisphere. 
Asia is poised to become the next epicentre of the 
AIDS epidemic*'. Besides HIV-1 a closely related 
retrovirus HIV 2 has also been implicated in caus¬ 
ing AIDS. But sofar. the spread of HIV-2 is mostly 
limited to the African continent. 

It is now well established that the propagation 
of HIV infection can lake place by sexual contact, 
administration of contaminated blood and blood re¬ 
lated products and from an infected mother to her 
neonate The severity of the problem has launched 
a vigorous search for chemotherapeutic agents 
which would be able to arrest the replication of the 
virus. 

Besides chemotherapeutic approaches, rigorous 
research efforts are also being devoted for the de¬ 
velopment of a vaccine which would be helpful in 
protecting against the human immunodeficiency 
\ irus. 

HIV arc retroviruses and the genomes of both 
the groups code for three structural proteins: enve¬ 
lope glycoprotein (the viral outer coal), a core pro¬ 
tein that surrounds viral RNA and a polymerase 
protein that drives viral replication*. 

Infection with HIV results in lifelong persis¬ 
tence of the virus in infected cells. It also induces 


* Profesor and Head ; * * Registrar 
Department of Dermatology 

*" Consultant Neurologist. Department of Medicine 

* * * * Assistant professor. Department of Biochemistry 
Correspondence: Dr G.H llajim. Department of Derma¬ 
tology. S TD A Leprosy. CMC. Srinagar 


an immune response against the virus which is sub¬ 
stantial and of a broad spectrum Yet, the progres¬ 
sion to immune deficiency and clinical disease is 
inexorable. To be successful, an AIDS vaccine must 
elicit an immune state that will prevent the estab¬ 
lishment of the HIV persistent infection. 

Antibody response to HIV is primarily an en¬ 
velope specific response which can neutralize the 
virus and block its infection of lymphocytes and 
macrophages. However, these antibodies can block 
only infection by the specific isolate of HIV and not 
infection by other isolates. Since HIV mutates in 
the body of the infected person, long term infected 
persons produce antibodies with broader neutraliz¬ 
ing activity. Antibodies that block HIV replication 
are specific to the third hypervariable domain (V, 
or primary neutralization determinant) of the enve¬ 
lope glycoprotein 4 . V,can be mimicked by synthetic 
peptides. However. V, loop region is highly vari¬ 
able among isolates and even in isolates obtained 
from same geographic region, thus limiting the ef¬ 
ficacy of peptide vaccines’. 

HIV may spread in a cell free state or in cell 
associated form. While the neutralizing antibodies 
may prevent infection by cell free HIV. their ability 
to protect against cell associated virus is not clear 6 . 

Another aspect of virus host relationship is the 
role of CD„ cells. Cytotoxic T- lymphocytes or CD 8 
cells inhibit growth of virus in the CD 4 cells. Stud¬ 
ies in long term survivors of HIV infection (those 
surviving for 12 years or more after infection) have 
shown normal counts of CD g cells. Thus it is rea¬ 
sonable to accept that a vaccine in order to be ef¬ 
fective should not only neutralize HIV, but also 
stimulate HIV specific cytotoxic T-lymphocytcs 7 . 

HIV -1 infects chimpanzees and macaques 
without producing any clinical manifestations in 
them. Chimpanzees are an important animal model 
for assessing vaccine efficacy. Simian immunodefi¬ 
ciency virus (SIV) produces AIDS like syndrome in 
macaques and thus the SIV-macaquc model could 
be utilized for assessing various vaccine strategics 
against HIV®. Objectives of developing the vaccine 
would be: 

1- Preventive vaccine- to prevent HIV negative 
Received Nov. 1996 Accepted Dec. 1996 
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persons being infected. 

2- Therapeutic or post- infectious vaccine - to de¬ 
lay the progression to AIDS in HIV positive per- 


3 - Perinatal vaccine -to vaccinate HIV infected 
pregnant women, in order to protect the foetus 
or the newborn child from being infected. 

The criteria for an ideal vaccine devised by the “Fed¬ 
eral coordinating council on science. Engineering 
and Technology’s committee on life sciences and 

Health" arc as follows 9 . 

1- The vaccine should be safe 

2- Elicit a protective immune response in a high 
proportion of vaccinated individuals. 

3- Stimulate both cellular and humoral immunity 

4- Protect against different sub-types or variants 
of HIV because several variants of HIV are now 
circulating simultaneously in different geo¬ 
graphic regions of the world. 

5- Induce long - lasting protection. 

6- Induce local immunity in the mucosa of the 
genital tract or rectum, which may be impor¬ 
tant to impede infection at the site or sites of 
sexually transmitted HIV infection 

7- Pose no problem during delivery. 

Various options for the development of an ef¬ 
fective vaccine against AIDS arc as under :- 
a/ Whole virus vaccines : It incudes : 

Live attenuated virus 
vaccine and inactivated 


virus vaccine 

b/ Subunit vaccine : (envelope or core protein). 

purified from culture. 
Cloned and expressed in 
vitro and synthetic 
peptides. 

c/ Live virus vectors 

of HIV genes : It includes : 

Vaccinia virus and 
adenovirus recombinants 

a) Whole virus vaccines : 

For a long time, attenuated vaccine was con¬ 
sidered impractical for AIDS because of the possi¬ 
bilities of reversion of an attenuated strain or in¬ 
complete inactivation. It was also feared that CDNA 
derived from vaccinia virus may get integrated into 
the host genome and increase chances of 
oncogenesis. WHO has recently cleared research on 
attenuated viral vaccines. A live attenuated “nef' 
delated HIV-1 vaccine is being tried for safety. 
Inactivated whole virus vaccine developed by salk 
is still under trial. 

b) Subunit vaccines : 

A vaccine that includes one or more non-in- 


fectious subunits of HIV without contaminating vi¬ 
ral genetic material is the most promising approach. 

A vaccine comprising of envelope glycoprotein sub¬ 
unit stimulates both neutralizing antibody and T- 
ccll response. HIV binding to CD, receptors is 
blocked by anticnvelopc antibody. The envelope pro¬ 
tein has been purified from culture and cloned and 
expressed in a variety of systems including Escheri¬ 
chia coli, yeast, insect and mammalian cells Major 
disadvantages of this approach arc that the isolated 
virus protein may be poorly immunogenic and it 
might not contain sufficient B and T cells epitopes 
to overcome genetic polymorphism in humans, 
thereby producing effective immunoprotcction only 
in a section of immunised population. 

Envelope antigen subunits gp 160. gp 120 ap¬ 
pear to be the most promising immunogens. Trials 
with core p24 are also underway. Vaccination of 
HIV-infected subjects with rgpl60 results in cellu¬ 
lar and humoral immune responses to HIV that in¬ 
fection itself had not stimulated 10 

Moreover, segments of a core protein pi 7 have 
been synthesised which may be expressed on the 
viral surface. Human trials with HGP-30. a pi 7 de¬ 
rived peptide which is linked to hcmocyanin to en¬ 
hance its immunogcnicity arc underway in the west 

A disadvantage of Synthetic peptides over pro¬ 
teins purified from culture or produced from cloned 
genes is that the tertiary structure may be different 
from that of the natural proteins, thereby not stimu¬ 
lating natural protein specific antibodies Immune 
stimulating complexes of Glycoside (ISCOMS). 
which arc ten-folds more immunogenic than native 
proteins have been used to enhance immunogcnic¬ 
ity of subunits of HIV", 

c) Live virus vectors : 

Recombinant vaccine virus has been utilized 
to express antigens from a host of other viruses and 
other micro organisms. After inoculation, immune 
response is mounted to vaccinia virus as well as to 
the antigen that they arc carrying. Recombinant vac¬ 
cinia virus has been constructed which contains the 
entire envelope coding sequence of HIV. Upon in¬ 
fection of tissue cells, these recombinants directed 
the synthesis of gp 160, gp 120 and gp 4l'-\ The 
vector vaccine stimulates both humoral as well as 
the cellular immune response. Adenovirus rccom- 
bincnts arc also under trial. 

Vaccine trials in humans 

Fifteen candidate vaccine have completed phase 
I and in some cases phase II human trials Thirteen 
of these fifteen candidate vaccine have been tested 
in HIV infected volunteers as therapeutic vaccines. 
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designed to prevent or delay progression to AIDS. 

The rationale behind therapeutic vaccine is that 
it should either have an immune boosting effect or 
"slow the progression of HIV." 

The candidate vaccines evaluated till date in 
HIV -scro-negative volunteers have been found gen¬ 
erally safe and well tolerated in doses capable of 
inducing HIV specific immune responses. 

Four countries in the developing world - Bra¬ 
zil. Rwanda. Thailand and Uganda have been des¬ 
ignated by the world Health organization (WHO) 
for vaccine development support priority. The Na¬ 
tional Institute of Health (NIH) in USA is funding 
the conduction of epidemiologic studies to collect 
baseline data needed for vaccine efficacy trials in 
eight countries i.c. Haiti. India, Kenya. Malavi. 
Rwanda. Thailand. Uganda and Zimbawc' 5 . 

Thailand is going ahead to begin trials of gp 
120 vaccine produced by Genctcch Inc (USA) tak¬ 
ing into consideration the prevailing subtypes B and 
E in Thailand' 4 . 

However in June 1994 the vaccine development 
plan received a setback when US NIAID AIDS Re¬ 
search Advisory' Committee decided against carry¬ 
ing out phase II efficacy trials of two candidate vac¬ 
cines produced by Gcnetech and Biocinc. The deci¬ 
sion was based on the observation that infections 
were detected in volunteers participating in vaccine 
trials with the gp 120 products and one of these 
volunteers developed rapidly progressive disease. 
Indeed mathematical modelling has shown that se¬ 
lection of inappropriate clones of immunocompe¬ 
tent cells by vaccination with inappropriate anti¬ 
gens can lead to more rapid development of AIDS. 1 ' 

Future perspectives 

Although the results with the available vac¬ 
cines arc disappointing, yet following novel ap¬ 
proaches are being pursued to produce an effective 
anti-HIV vaccine 
1) Gene therapy : 

a) Naked DNA - Naked DNA vaccine delivers bits 
of DNA and once inside the cells, these genes 
prompt the manufacturer of specific viral proteins 
or antigens needed to stimulate an immune response. 
The direct injection of pure DNA is less cumber¬ 
some and cost effective. Moreover, unwanted effects 
of the virus are also negligible. 

b) Gene therapy - Here viral genes arc transferred 
into target cells such as mature CD 4 T-cclls which 
are reinfused. 

c) Ribozymes - segments of RNA with enzymatic 
potential can be utilized in degrading viral RNA. 

d) Decoy viruses - A decoy virus resembles a live 


virus but, for its pathogcnecity. It comprises of a 
diamond core embedded with envelope proteins of 
a live virus. 

c) Dccotopes- Dccoiopcs nave been found to inhibit 
viral replication. 

2/ Oral AIDS vaccine ; 

It is being made from synthetic HIV peptides 
within a biodegradable polymer base. It is supposed 
to produce mucosal immunity and is also expected 
to stimulate production of cytotoxic T cells. 

3/ Anti-idiotvpc vaccines : 

An idiotype is the antigenic structure associ¬ 
ated with the variable region of the antibody mol¬ 
ecule. Antibody to this variable region (anti-idiotype 
) can act as surrogate antigen 16 . For AIDS, it has 
been postulated that antibodies (Ab 1) to envelope 
may be used to induce a second antibody (Ab 2) the 
binding site of which resembles the three dimen¬ 
sional structure of the HIV envelope antigen. The 
Ab 2 or anti-idiotype may be used as a vaccine to 
stimulate antibodies (Ab 3) which react with enve¬ 
lope protein. Ab 3 is antigenically similar to CD 4 
molecule. This strategy keeps the vaccine free from 
antigen or genetic material from HIV. Theoretically, 
however, anti-idiotype antibody may induce immu¬ 
nosuppression by virtue of its ability to bind CD 4 
molecules and depress T-ccll response. 

Although, the development of an “ideal” AIDS 
vaccine seems to be an unrealistic goal, yet, an AIDS 
vaccine shows sufficient promise of being effective, 
to warrent public support for large scale efficacy 
trials. 
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Original Articles 

Local Insulin Therapy in Diabetic Foot 

F.A. Razzak*; M.K Alam**; Sadiq Khan***; A.R. Al-Bunyan****; 
Saud Al-Eshawy*****; A. Al-Khelawi****** 

Abstract: This study presents our experience with local insulin therapy in 
the management of foot complications in diabetics over a 4 year period. 
Twenty four diabetic patients with foot complication were included in 
this study. Patients were randomly allocated to two groups. Group 1 were 
treated by antibiotics, control 11 were treated as group 1 except for the 
dressing with local insulin application. Healing time was much short¬ 
ened in Group 11 (19.6 days) as compared to group I (53.5 days). We con¬ 
clude that local insulin application can hasten the healing time in 
diabeties and shorten the hospital stay, jg Practitioner 1997; 4:1 6-6 

Key Words: Insulin Therapy 


Introduction 

Foot complications in a diabetic, pose a chal¬ 
lenging problem for the treating doctor. The prob¬ 
lem tend to be frequent and refractory to treatment. 
Factors such as vascular insufficiency, neuropathy 
and increased susceptibility to infection place the 
diabetic foot at a particular risk. Conventional treat¬ 
ment includes control of hvperglycaemia and spread¬ 
ing infection and provide local care to the foot 0 '. 
The management of this condition accounts for huge 
expenditure to the health service due to prolonged 
hospitalization of such patients. To shorten the hos¬ 
pital stay, some surgeons advocate limb amputation 
as a primary treatment in all cases c, \ Use of hyper¬ 
baric oxygen to hasten the healing has also been 
suggested °\ We present our experience with the 
local application of insulin in the management of 
diabetic foot to promote healing and thereby shorten 
the hospital stay. 

Patients and Method 

This prospective study was conducted at Riyadh 
Central Hospital over a period of 4 years (April 
1988-1992). Diabetic patients with foot complica¬ 
tions are admitted to General Surgery department 
of Riyadh Central Hospital and managed jointly by 
diabetic physicians and surgeons. During the study 
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* * FRCS Consultant Surgeon 

***M.D. Consultant Plastic Surgeon 

* • • *pRCS Consultant Plastic Surgeon 

* • • • • < M.S. Pharmacist 

* Surgical Registrar 

Riyadh Central Hospital Saudia Arabia (KSA) 

All correspondence to Dr. Fadel A. Razzak 


period all the diabetic patients with foot complica¬ 
tions were randomly allocated to the two treatment 
groups. Group 1 (control) were treated by antibiot¬ 
ics, control of hyperglycaemia, local surgical treat¬ 
ment by drainage of abscess, wound debridement or 
local amputation for gangrenous toe. Following the 
initial surgical treatment the foot was dressed daily 
with diluted povidon (0.05%) solution. Group II, 
received all the treatment as Group I, except for the 
daily dressing with saline soak impregnated with 
5-10 units of insulin (depending upon the size of 
the wound). Patients with osteomyelitis or exten¬ 
sive involvement of the foot or distal leg, which re¬ 
quired a below knee or above knee amputation as 
the initial treatment were excluded from the study. 
All the patients on admission had full blood count, 
urea, tissue biopsy for culture, and x-ray of the foot. 
All patients received keflex 500mg every 6 hour on 
admission. Antibiotics were subsequently changed 
depending upon bacteriology culture report. 
Progress was monitored and recorded on prescribed 
proforma for each patient. All the data were 
analysed at the end of the study. 

Results 

Twenty four patients were included in the study, 
twelve patients in each group. There were 19 males 
and 5 females. Their age ranged between 47-80 
years. All patients were known diabetic for several 
years. Seven patients were on insulin and 17 were 
on oral hypoglycaemic drugs at the time of admis¬ 
sion. The usual form of presentation was infected 
ulcer (12 patients), abscess (9 patients) and gan- 
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grcnc of the toes (5 patients). Initial local therapy 
included amputation of the gangrenous toe, drain¬ 
age of the abscess and wound debridement. 
Stayphlococcus aureus was the commonest organ¬ 
ism (10 patients) grown from these lesions, followed 
by pseudomonas aerogenosa (6 patients), proteus 
vulgaris (5 patients), and klcbsiella pneumonae (1 
patient). Two or more organism could be grown in 
'5 patients. 

No organism was grown from the lesion in 7 
patients A comparison of the two group of patients 
is presented in table I. Hospital stay among group 1 
patients ranged from 33 to 71 days with an average 
of 53 5 days. The healing rate was significantly bet¬ 
ter among group II patients. Their hospital stay 
ranged from 15-35 days with an average stay of 19 6 
days. There was no mortality in the scries. All pa¬ 
tients have been followed up in the clinic for 6 
months to 4 years. They are free of any foot com¬ 
plications. 


Table I 

Comparison of Patients in two Groups 


Differentiating 

Characteristics 

Group I 
(Conventional 
Therapy) 

Group II 
(Local Insulin 
Therapy) 

Average Age 

61.1 years 

58.3 years 

Duration of 
Diabetes 

8 years 

16.4 years 

Insulin 

Depepdent 

Diabetic (IDD) 

2 

5 

Oral Hypo- 
glaycaemic Treat¬ 
ment 

10 

7 

Average blood 
sugar on 
admission 

13.8 m. mol 

17.1 mmol 

Types of Lesion 
ULCER 

4 

8 

ABSCESS 

7 

2 

GANGRENE 

3 

2 

Neuropathy 

4 

6 

Distal Pulses 
Present 

8 

6 

A/B Pressure 

Index ( < 1) 

5 

5 

Mode of Healing 
-By granulation 

9 

8 

-Skin Graft 

3 

4 

Average Duration 
of hospital stay 
(days) 

53.5 days 

19.6 days 


Discussion 

Diabetes Mellitus has becomes a major healtn 
problem in Saudi Arabia and other Arab gulf coun¬ 
tries (4> . Prevalence reported as 4.95% (i) and 4.3 /o 
respectively <♦>. Diabetic foot lesions continue to be 
a major problem and an incidence Of 10.6% has been 

reported in a local study ,7> . 

Many hospital beds are occupied due to the long 
stay of diabetic patients with foot complication. It 
is estimated that 20% of all diabetic admission to 
hospitals are for the treatment of foot lesions ,g) . It 
costs over two hundred million dollars per year in 
USA ,9) . In the UK the cost of performing amputa¬ 
tion in such patients and the subsequent care is 9400 
pound sterling <l0> . 

In an attempt to promote healing in these pa¬ 
tients, and thereby reduce hospital stay, various 
treatment regimen such as early amputation ,2) . hy¬ 
perbaric oxygen <J> and total contact casts have 
been suggested. Excellent healing with local 
application of insulin to the infected wound in a 
diabetic patient has been reported (IU . In the present 
study, a much rapid healing was noted among pa¬ 
tients dressed with local insulin application (19.6 
days VS 53.5 days). The difference is statistically 
significant (P = < 0001). The cost of a hospital bed 
is about SR 1.200 each day. It is easy to see that 
local insulin dressing is cost effective and would 
significantly reduce the hospital stay of the patient. 

It is well known that wound healing is rapid 
among patients whose diabetes is controlled well and 
early. The main function of systemic insulin is to pro¬ 
mote utilisation of glucose by the cell. Probably the 
local applications of insulin, promote better utilisation 
of sugar by granulating tissue and hasten the healing 
We conclude that this study has shown that lo¬ 
cal insulin therapy can hasten the healing in pa¬ 
tients where diabetes and infections arc controlled. 
Further studies may be required to confirm the ben¬ 
eficial effect of local insulin therapy. 
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Clinical Profile of Patients with Implanted Pacemakers in Kashmir 

G. Ali*; H.S. Risram**; M.A. Kamili***; 

S. Rashid****; G.Q. Allaqaband***** 

Abstract: The present investigation was undertaken to study the pattern 
of cardiac conduction defects and their presentation in the patients of 
Kashmiri origin. lOOpatients with implanted pace makers and those need¬ 
ing implantation of permanent pace makers were studied. The common¬ 
est presenting symptom was Stokes-Adams attacks (80%). Complete heart 
block and sick sinus syndrome were indications for permanent pace maker 
implantation (70%). Cost consideration was important factor in deciding 
the mode of pacing (WI in majority). JK Practitioner 1997; 4:1 8-11 

Key words: Permanent pace maker implantation , complete heart block, 
sick sinus syndrome. 


Introduction 

Cardiac pacing has been a life support and a 
therapeutic modality for patients with symptomatic 
brady and tachyarrythmias. It has given assurance 
for prolonged and improved quality of life for pa¬ 
tients with cardiac conduction defects. After car¬ 
diac contraction of heart by Faradic stimulation by 
Walshe in 1862 and resuscitation of a baby from 
cardiac arrest in 1929 by Gould', it was in 1952 that 
artificial pacemakers were accepted as a safe proce¬ 
dure in humans 2 . 

Since the first implantation of an artificial 
pacemaker in a patient by Scnning in 1958, the re¬ 
liability of apparatus has increased considerably and 
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"" *FRCP Ex. Prof A Head 
Department of Medicine, 
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the indications of long term pacing have greatly 
extended , s . The present study was designed to see 
the pattern of cardiac conduction defects and their 
presentation in patients of Kashmiri origin. 

Material and Methods 

The clinical profile of 100 consecutive 
Kashmiri patients with implanted pacemakers and 
those needing implantation of permanent pacemak¬ 
ers were studied. 40 patients were implanted with 
pacemakers in this hospital and 60 patients im¬ 
planted elsewhere were included in this study. All 
patients were followed up in cardiology out-patient 
department. Patients paced elsewhere were ap¬ 
proached through personal contact, press ads and 
others through referrals to this hospital. 

The study included analysis of parameters such 
as age, sex, symptomatology, personal, dietary and 
past history, risk factors, electrocardiographic di- 
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agnosis, indications, mode and complications of 
pacing. Patients were followed op for two years. 


Of the 100 patients implanted with permanent 
pacemakers (males 80. females 20; age range 30-80 
years with mean age of 54 + years), 91 cases were in 
the age group of 41-70 years. 2 patients in 30-40 years 
and rest 7 in eighth decade 80 cases belonged to ur¬ 
ban areas whereas only 20% cases were from rural ar¬ 
eas The commonest presenting symptom was Stokes- 
Adams attacks as seen in 80% cases. Other symptoms 
included giddiness (25% cases). Syncope (15% cases) 
pai ptafinn< 14%, dyspnoea 18% and chest pain in U%- 
More than one symptom was present in many patients. 

Majority of patients 64% were symptomatic for 
six months br more and 18% for one week or less. 

Past history of associated disease was present in 
35% patient (Hypertension in 27%, obstructive lung 
disease in 11%, diabetes mellitus and myocardial 
infarction in 5% each, angina in 2% and gout in 1% in 
combination or alone. There was evidence of electro¬ 
cardiographic abnormalities in 16% in their previous 
ECG’s which included RBBB in 5% cases, bifasicular 
blocks in 8% cases (LBBB in 2%. RBBB with LAH in 
4 % and RBBB with I* heart block in 2%) complete 
heart block in 1 and sick sinus syndrome in 2 % cases. 
These conduction abnormalities had been documented 
with varying duration in different patients ranging from 
26 months to 40 months. Smoking was the commonest 
risk factor (70%) observed, of these 30 patients were 
also hypertesive. Obesity 13%, diabetes mellitus 6%, 
sedentary habits 5% and hypercholestrolemia in 2% 
were other co-factor in these patients. 

The electrocardiograms of patients revealed 
complete heart block in 52% sick sinus syndrome 
in 25%, trifasicular block in 14% and bifasicular 
block in 9% patients. Though complete heart block 
and sick sinus syndrome were indications of per¬ 
manent pacemaker implantation in 77% other 23% 
were paced for various blocks (Table 1). 


Table I 

Indications of Pacing 


Indication 

Cases 

% 

Complete heart block 


48 

Acute 

47 


Chronic 

1 


Sick sinus syndrome 

25 

25 

Trifasicular Block 

14 

14 

Bifasicular Block 

9 

9 

Mobitz II Block 

4 

4 

Total 

100 

100 


Right cephalic vein was used for entry in 97% 
cases and right internal jugular in«3% cases The 
mode of pacing was WI in 98% and programmable 
in rest 2%. The complications following pacemaker 
implantation were seen in 11% cases; 5 o got lead 
displacement, 2% premature battery failure (who 
latter got rcimplants) and wound infection, extru¬ 
sion of pulse generator, high threshold development 
• and drug induced renal failure in 1 case each. No 
lead fracture, wound haematoma or myocardial per¬ 
foration was seen. Five patients (5%) got rcimplants, 
out of which one was on left side. One patient got 
reimplantation of pacemaker four times because of 
short life span of pacemakers in 1973. 

Of 100 patients 7% died in total of 2265. 10 
pacemaker months. Only one patient died because 
of extension of anterior myocardial infarction on 
third day and 6% cases died because of causes un¬ 
related to cardiovascular system (intracerebral 
Haemorrhage 1, carcinoma head of pancreas 1, 
bronchogenic carcinoma 2, vehicular accident 1 and 
in another one cause could not be ascertained). The 
survival time since implantation ranged from 3 days 
to 144 months, with mean duration of 29 + 3.20 
months. 

Discussion 

Cardiac pacing has affected hopes by increas¬ 
ing the survival and improving the quality of life in 
patients suffering from symptomatic cardiac con¬ 
duction defect. Over the past about one and a half 
decade, however, there has been tremendous advance 
in pacemaker technology. The pacemaker interfer¬ 
ence has largely eliminated the mortality associated 
with brady and tacharrythmias. The predominant 
symptom in this series was stokes-Adams attacks 
comparing well with other studies.* 14 Giddiness, 
palpitation, breathlessness and syncope were other 
symptoms in combination or alone in 35% 
the duration of symptoms in the patients ranged 
from one hour to more than 3 years*- 4 . I n 16% pa¬ 
tients electrocardiograms taken before developing 
symptomatic complete heart block were available. 
5% patients who developed complete heart block and 
Mobitz 11 block after a mean duration of 40 + 26 
months, had previous RBBB. As compared to other 
bifasicular blocks, the patients with RBBB & LAH 
progressed to symptomatic complete heart block 
earlier. These observations are in agreement with 
study of E. Sowten et al 4 who reported that bundle 
branch blocks and an abnormal axis arc precursors 
of complete heart block. Symptomatic complete 
heart block formed the major indication for perma¬ 
nent pacemaker implantation as also reported by 
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other authors.*-' 0 -' 7 After complete heart block, sick 
sinus syndrome is emerging as the second common- 
est (25% in the present scries) indication for per¬ 
manent pacing 2 -*''*. Fasicular blocks found third ma¬ 
jor indication for permanent pacing as seen in 23% 
though in other studies' 7 '* it formed the second com¬ 
monest indication. Permanent pacing in Mobitz type 
II block" 10 was done in 4% cases in present scries. 

WI pacemakers used in majority of our pa¬ 
tients are consistent with other reported Indian se¬ 
ries '*- 2M *. There is, however, now a change in the 
mode of pacing with the availability of complex, 
multi programmable, dual chamber and rate 
adaptive pacemakers which could meet the 
haemodynamics and electrophysiological needs of 
an individual. Right cephalic vein is mainly used 
as route of implantation 1124 as also used in 97% in 
the present series. Pacemaker implantation compli- 
cations 25 - 26 were encountered in 10 cases only, while 
one patient developed competitive inhibition of per¬ 
manent pacemaker by a temporary pacemaker which 
was still left as a standby 25 . Survival time after ini¬ 
tial pacemaker implantation was 29. 31 + 3. 20 
months and longest period of treatment with im¬ 
planted pacemaker was 144 months. Only one pa¬ 
tient died because of cardiac problem. In the present 
senes 7 patients (7%) died, 4 within 6 months of 
pacing and were all 70 years or more in age which 
Compares well w ith observations of Ghosc et al 6 that 
long term survival following pacemaker implanta¬ 
tion is adversely affected by advanced age. 

In conclusion permanent pacing is instituted 
for persistent or intermittent symptomatic bradycar¬ 
dia not related to a self-limiting precipitating fac¬ 
tor or for documented infranodal second or third 
degree AV blocks. Future pacing generators also de¬ 
liver a larger amount of energy and perform 
cardioversion and dcfibrillation of accelerated 
arrththmias 24 . Selection of appropriate pacemaker 
and pacing mode depends on the clinical condition 
and type of bradyarrhythmia under treatment. VVI 
packing should be considered in patient who have 
intermittent, rare episodes of symptomatic brady¬ 
cardia due to sinus node disease or complete heart 
block 2 ’. In the present scries urban population, 
males, age group of 50-70 years formed the major 
group for pacing Complete heart block and sick si¬ 
nus syndrome 2 *- 2 '' arc the commonest indication of 
permanent pacing in Kashmir. Mode of pacing in 
majority was VVI because cost becomes an impor- 

Address for correspondence: 

Dr. Gazan far AH. 

T-14 Tulsi Bagh. 

Srinagar 190 008 Kashmir 


taut limitation! while making a decision for opti¬ 
mal pacing therapy. In recent years the treatment 
of patients with pacemakers has become far more 
difficult because of bewildering array of mode and 
options available in pulse generators and the deci¬ 
sion to choose a pacemaker involves careful analy¬ 
sis of the medical status and therapeutic goals for 
each individual patient 77 . Implantation of permanent 
pacemakers improves the quality of life in patients 
with symptomatic cardiac conduction defects. 
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Management of Dorso-Lumbar Spinal Injuries 
with Paraplegia by Internal Fixation of Spine 

Jameel Ahmad Mir*; Gh. Rasul Mir**; Mohammad Ramzan Mir*** 

Abstract: This study comprises of 60 patients with unstable spinal injury 
with paraplegia. All the patients were subjected to cord decompression , 
spinal stabilization by Harrington rods and limited segmental spinal fu¬ 
sion, using Iliac crest bone graft. The patients were followed 2 years. 
Change in the stales of neurology, complication and change in the angle 
of kyphosis of spine were observed. The average hospital stay was 35 days. 

The correction of kyphotic deformity by metal rods was nearly 100% and 
there was only 1% loss of correction in the post-op period. 6.6% patients 
with complete paraplegia showed useful neurorecovery. While 94% cases 
with in complete paraplegia showed marked neuro recovery. There were 
no post operative deaths or deterioration in neurological status in any 
patients after surgery. JK Practitioner 1997; 4:1 11-14 


Key words: Dorso-Lumbar spine, paraplegia, Harrington Rods 


Introduction 

Surgical management of Thoraco-Lumbar spi¬ 
nal injuries with or without neuro deficit has been 
a recent trend in total trauma management. This 
hospital has been internally fixing the spine over a 
decade now, all the same the fate of paraplegics rc- 
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•• MCH., FRCD, FCRS, Orth (Edin) 

Prof. Orthopadics Surgery 

***MS Ortho, Asstt. Prof Orthopadics Surgery 
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mains dismal for want of a proper spinal injuries 
and rehabilitation unit. We initially used wire loops 
to stabilize the spine after decompression, a method 
described by Hydra 1 nearly a century ago. now we 
use double Harrington rods and Hartshill rectangle 
systems. 

Stabilization of spine has two major advantages 

(1) It rcalings the spine, restores the neural 
canal and relives compression on the neural tissue 
and produces environmen t conducive of neuro re- 
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covcry for intact but non functional ncuro tissue; 

(2) It prevents late onset, displacement, 
ncuologicat loss and spinal pain 

It is our experience that the neurological loss 
docs not worsen infact patients with partial neuro¬ 
logical loss, markedly improve after surgery. There¬ 
fore (he procedure of spinal stabilization should be 
provided as a matter of routine in all major 
Orthopaedic and Trauma Units. 

Material Methods 

In the present series we studied 60 patients 40 
males. 20 females with an average age of 10.5 yrs. 
Majority of patients were admitted within 24 hrs. 
of injury There was no fixed mode of transporta¬ 
tion to the hospital and no background know-how 
of first aid for spinal injury amongst the people who 
shifted the patients Commonest mode of injury 
<Xo%) was fall from Height (Table I.) 

Majority of patients had lesion at thoraco lum¬ 
bar junction from Til to L.l We have used three 
coloumn concept of Denis 198.1*' in evaluating the 
instability of spine in this study. Table 11 a-b shows 
the neurological status of the patients at the time of 
admission Flexion rotation was the commcncst 
mode of injury Majority of the patients reported to 


hospital around 1st day (Table III) and majority were 
operated upon on the 10th day after admission. Pre* 
operative degree of kyphotic deformirty was graded 
into three grades and we did not find any corelation 
between the degree of kyphotic deformity and neu¬ 
rological defccit All patients were fixed by Double 
harrington rods with upper hook. 3 Vertebrae above 
the level of injury and 2 Vertebrae below the level 
These patients were followed up for 2 yrs. Table IV 
shows the pre and post operative degrees of Kyphotic 
deformity The mean preoperative angle of Kyphotic 
deformity in flexion injury was 24.33° and 22 75° 
respectively while as in the post operative period it 
was 9.2 and 9.5 at 2 yrs. followup. There was some 
loss of correction in these groups as 2 patients in 
each group had metal failure. There was no loss of 
correction in vcrticlc compression injury (Fig 1.2.1) 

Table V shows the change in the status of neu¬ 
rology after surgery. Stabilization of spine improved 
the Frankie s grades in group A. significant num¬ 
ber had sensory and motor recovery though only 
two patients became ambulant It however helped 
to regain sensations and prevented skin problems 
in these paraplegics 

Table VI shows the complication recorded in 
the studv. 



Fig. ! 


Fig. // 




Fig. nt 


12 


JK ~ Practitioner, Vol. 4 No. 1, Jan. - Mar. 1997 


The present study compares favourably with the 
studies done by Tosipovitch\ Cotier 4 , Nagi’ who 
also reported that the victims of spinal trauma arc 
in the age group of 30's. Fall From height may be 
the common mode of injury in east but vehicular 
accidents account for majority in west (Flesh 6 45% 
Cotlar 4 47%). In our series 50% patients had com¬ 
plete cord lesion while as neuro status in other se¬ 
ries was almost same table II (a-b). 

The percentage of neuro recovery was 6.6% in 
the group with complete neuro-loss and 93.3% in 
patients was incomplete neuro loss. This is compa¬ 
rable to Flesh 6 who reported 0% in complete 
paraplegics and 94.7% in incomplete neuro-loss. 

There was no neurological deterioration in the 
post operative period in any patient who had incom¬ 
plete paralysis. 


Conclusion 

Spinal stabilization provides chances of 
neurorecovery in paraplegics especially in the group 
who had incomplete neuroloss. It also changes 
grades in complete paraplege from group A to B A 
C and occasionally D. We have observed that re¬ 
covery of sensation in lower limbs and sacral re¬ 
gion and regaining bladder control, however incom¬ 
plete motor recovery may be, procedure provides a. 
spinal injury victum better chances to survive with 
out bed sores and bed wetting. Surgery decidedly 
does not make any one worse, we therefore should 
provide this facility to spinal injury patients if only 
to make their nursing easy and enable them to sit 
and prevent delayed spinal pain and miseries. 
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Table I Nature of Trauma 


Nature of 
Trauma 

Youspovitch (1977) 
No. % 

Flcsch (1977) 
No. % 

Colter (1986) 
No. % 

Present Scrics(1994) 
No. % 

Fall from 
Height 

7, 

43.7% 

9. 

22.5% 

17. 

38.5% 

48. 

80% 

Direct Blood 

2, 

12.5% 

8. 

20% 

4. 

9.09% 

08. 

13.3% * 

Vcch. Assident 

7, 

43.7% 

18, 

45% 

21, 

47.9% 

04. 

6.66% 

Others 

- 

- 

5. 

12.5% 

02, 

4.45 

- 

- 

Total 

16. 

100% 

40. 

100% 

44, 

100% 

60. 

100% 


Table II (a) Nature of Cord Lesion 


Nature of 

Flcsch (1977) 


Yosipovitch (1977) 

Sangwan(91) 

Present Series 

Cord Lesion 

No % 


No 

% 

No 

% 

No 

% 

Complete 









Cord Lesion 

12, 30.2% 


5, 

31.2% 

23. 

76.6% 

30. 

50% 

Incomplete 









Cord Lesion 

23, 57.5% 


9, 

56.25% 

05. 

16.0% 

30, 

50% 

Asymptomatic 

05, 12.5% 


2, 

12.25% 

02. 

6.6 


- 

Total 

40, 100% 


16. 

100% 

30. 

100% 

60. 

* 100% 

Table II (b) Neurological grade Pre-Op as per Frankel’ 

s class - 1969 


Frankel 

Frankel 

Young 


Sangwan 


Present Studv 

Grade 

et al 1969 

& Dester 





* 


% ofPts 

% of Pts 

% of Pts 


% of Pts. 

A-B 

72 % 

68% 


76.8% 



70% 


C-D 

28% 

32% 


16.6% 



30% 


E 


- 


6.6% 



- 


Total 

100% 

100% 


100% 



100% 
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Table III Duration of Trauma 


Time From Injury 
to Adm. 

Yosipovitch (1977) Colter (1986) 

16 pts. 44 pts. 

Present Series (1994) 

60 pts. 


Within 24 Hrs. 

13 (81.25%) 

24 (54.54%) 

40 (66.66%) 



24 Hrs. - 2 Weeks 

2 (12.5%) 

16 (36.3%) 

20 (33.34%) 



12 Weeks 

1 (6.25%) 

4 (9.1%) 

- 



Total 

16 (100%) 

44 (100%) 

60 (100%) 




Table IV Result's of Treatment, Radiological 



Mechanism of 

No of pts. 

Mean Angle of Kyph. Deformity 


Injury 


Pre. Op 

Post. Op 

2 year following 

Flexion Rotation 

30 

24.33° 

9.2° 

9.93° 


Injury 


(SD+9.77* 

(SD±3.6°) 

(SD+4.96°) 


Simple Flexion 

24 

22.75° 

9.58° 

10°.25° 


Injury 


(SD+8.68°) 

(SD+3.7°) 

(SD+4.7 0 ) 


Vertical Compression 

06 

17.33° 

6.0° 

6.0° 


Injury 


(SD±3.39°) 

(SD+1.4°) 

(SD+1.4°) 


Table V Results of Treatment, Neuro-Recovert at one year follow up 


Pre OP Frankcl 

Neural Recovery at two years followup 



Ncur al-Grade 






No. of Pts 






30 A 

4A 

10B 

14C 

2D 

0E 

12 B 

- 

- 

- 

2D 

10E 

16 C 

- 

- 

02C 

6D 

08E 

02 D 

- 

- 

- 

- 

02E 


Tabic VI Showing Various Complications 


Complications 

No. of Cases 

% 

Bed Sore 

08 

13.34 

U.T.I. 

06 

10.00 

Back Pain 

06 

10.00 

Important failure & 

Pseudo Orthosis 

04 

6.66 

Wound Dehiscence 

04 

6.66 

Superficial Wound Infection 

02 

3.33 

Spasiticity 

02 

3.33 


32 
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Pulmonary hydatid disease. An experience at the 
SK Institute of Medical Sciences , Soura, Srinagar 
A.G. Ahnager*; A.M. Dar**; LA. 

Abstract: Four hundred fifty patient* of hydatid lung hare been operated 
ower a period of ten year*, 312 (69.33%) patient* were male* and 138 
(30.66%) were females. Most of the patients presented with chest discom¬ 
fort and haemoptysis. Casoni's test was also performed in all the patients, 
it was positive in 83.55% of patients. ELISA was performed in 410 pa¬ 
tients (91.11%) and was positive in 377 (92%) patients. Posterolatered 
thorocotomy was the approach for operating upon ail the patients. 
Scoticidal agents used were, betadine all 100% patients, Farmolin was 
used in 288 patients (16.22%), cetermide 2% was used in 172 (38.2%) of 
patients.Primary closure of the cavity was performed with silk suture in 
330 (73.33%) patients. Other surgical procedures performed were, 
segmentectomy, lobectomy, pneumonectomy and drainage operation. The 
mortality rate was 0.6% (3 patients). The morbidity was wound infection, 
ateletasis, pneumothorax, pyothorax and bronchiectasis. No recurrence 
was encounted. The average hospital stay was 9 days (range 7/16 days). 
(JK Practitioner 1997; 4:1 15-19) 

Key Words: Hydatid cyst. Pulmonary, excision, albendazole, ultra¬ 
sonography 


Introduction 

Hydatidosis is the commonest cause of lung 
cysts throughout the world. The organism being 
echinococcus granulosus, although E, multilocularis 
and E, vagale are also responsible organisms. All 
the species form cysts anywhere in the body but liver 
is the most common and lung is the next common 
organ involved. In the lungs there is no predilec¬ 
tion for right or left side, upper or lower lobes, 
single or multiple sites but mostly single cysts have 
been seen in lower lobe of right lung. Although they 
do not cause much of the problems in the chest but 
other than the complications like infection, rupture 
and anaphylaxis 1 - 2 the cyst causes compression of 
the lung tissue and gives rise to symptoms and signs 
of pulmonary compromise. 

Medical treatment of the disease has been tried* 
but it has not replaced the surgical management of 
the cyst 4 . The diagnosis of the pulmonary 
Hydatidosis is not that difficult as X-ray chest gives 
us a diagnosis most of the times, other investiga¬ 
tive tools like Casoni’s test and ELISA have solved 
the problem to a greater extent. In doubtful cases it 
has been very rarely seen that hydatid cyst of the 
lung has been diagnosed after exploratory 

* Mch . (CVTS); * *WS, • * *MS 

Department of Cardiovascular and Thoracic Surgery 
SK Institute of Medical Sciences, Srinagar. 

Reprint Requests Dr. A.G. Ahanger 
Post Bag No. 27 Kashmir - 190 011 


thoracotomy. 

Pulmonary Hydatidosis is very common in this 
part of the world due to close contact of people with 
sheep. It forms about 7.46% of admission to tho¬ 
racic department of our tertiary care hospital. 

Material and Methods 

The patients were referred from different pe¬ 
ripheral hospitals, private practitioners, two gen¬ 
eral hospitals; or attended the thoracic clinic of our 
hospital first time with chest complaints. The chief 
complaints of the patients were; cough in 78.32% 
of patients, fever and expectoration in 47% of pa¬ 
tients chest discomfort in 46.22% haemoptysis in 
37.24% patients, expectoration of grape skin 2 in 
6.24% of patients. 43% of patients were asymp¬ 
tomatic '- 2 . One of the patients was to be taken for 
cholecystectomy and her routine x-ray chest re¬ 
vealed hydatid disease of left lung. Another patients 
got vehicular accident and fractured his left 3rd, 
4th and 5th ribs anteriorly. His x-ray chest revealed 
hydatid disease of right lung. 28 patients (6.24%i 
had associated hydatid disease of liver 4 -*. One pa¬ 
tients had associated hydatid disease of reteroorbital 
space, another had involvement of right tibial shaft. 
Two of the patients had hydatid cysts of skeletal 
muscles over neck and buttock. 

All the patients were admitted in the hospital 
and investigated for confirmation of the disease and 
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for assessing the prcanaacsthctic status. Patients 
were subjected to investigations like haemogram. 
kidney function test. ECG. lung function tests, ultra¬ 
sonography of abdomen. liver function test (if 
needed) and Casoni’s test'- 6 ELISA was* performed 
in 410 patients. All the patients sputum was 
screened for any organism and its sensitivity to 
drugs and cytology (if patient was aged more than 
35 years) or if the x-ray chest was doubtful. Spu¬ 
tum was also examined for any acid fast bacilli ir 
29 suspected patients and three patients had spu 
turn positive for AFB bacilli. 

Casoni s test was performed in all the patients. 
It was stronglv positive in 336 (83.85%) patients. 
ELISA was performed in 410 patients (91.11%) and 
was positive in 377 (92%) patients. 

CT scan of the chest was performed in 62 pa¬ 
tients. All these patients had hydatid cysts near the 
hilum In one of the patients, the cyst was punc¬ 
tured cndoscopically and the fluid was aspirated by 
suction There was no complication like anaphyaxis 
encountered in the patient Patient was put on oral 
albendazole for 2 months' and followed regularly 
b> x-rays. There is no recurrence for last 5 years in 
this patient Lung function tests were performed in 
all patients. There was significant decrease in the 
vital capacit> in 42 patients. Bronchoscopy was per¬ 
formed in 73 patients. Bronchoscopic finding was 
onl> an extrinsic compression of some bronchus/ 
bronchi or associated bronchictasis. 

Percutaneous aspiration of the fluid was per¬ 
formed in two patients 11 in whom was suspected a 
non hydatid shadow They were pul on medical treat¬ 
ment for 4 months and there is no recurrence for 
last three and half years. 

The operations performed were mostly through 
a classical posterolateral throracotomy but in some 
patients the mim-thoractomy through axillary ap¬ 
proach was performed The cysts were seen more 
on right side than on left side (218 169). 34 cysts 
were bilateral (fig I) 27 (6.24%) patients had in- 
\olvcmcnt of liver 7% patients had involvement of 
sites other than liver. 

The cyst was removed mostly by aspirating the 
c.'sts and then removing the laminated membrane 
The cyst was removed intact in 107 patients (fig. 

2) Any bronchial air leak was closed by a non-ab- 
sorbablc suture material 

The cavity was primarily obliterated if the cyst 
was not infected If the cavity was infected, the lami¬ 
nated membrane was removed, pus drained, the cav¬ 
ity was scrapped gently with bctadinc and was 
drained outside into an underwater drainage sys¬ 
tem The pleural cavity was in either ease drained 


outside through the same kind of drainage system. 

In case of bigger cysts, the pericyst was excised 
and the pleural cavity drained. In ease of more ex¬ 
tensive involvement, the lung tissue was excised 
performing a segemcntectomy or a lobectomy. The 
pleural cavity was painted with 10% bctadinc and 
2% bctadinc (22ml) was put in the pleural cavity 
for more than 2 hours which was drained latter on 
through the already put drains. 

Post operatively, the infected patients received 
broad spectrum antibiotics till the culture reports 
were got. Chest tubes were removed on second to 
third postoperative day if there was no leakage of 
air. 

For analgesia all patients were given I/M in¬ 
jections of Buprenorphine 2.5 gm/kg 12 hours for 
2-4 days. If the ribs had fractured or were excised, 
an intrapleural catheter was put in through which 
injection bupivacainc was introduced immediate 
postoperatively and 2nd dose was given 12 hours 
after that. In 29 patients (6.44%) intercostal nerve 
block was performed. 

Postoperative complications 

1. Haemorrahge: 

It was encountered in 6 patients (1.33%). 2 
drained more than 200 ml/hr for 4 hours and de¬ 
manded re-exploration. On opening the bronchial/ 
intercostal arterial bleeding was observed which 
stopped by stuturing the bleeding site. Other 4 pa¬ 
tients had first hour bleeding of 200-300 ml. with a 
total drainage of 400-600 ml for first four hours but 
drainage decreased gradually with the post opera¬ 
tive period They did not need rc-cxpoloration. More 
than two postoperative transfusions were given in 
two patients, two patients were transfused two units 
each and the two others did not need any transfu¬ 
sions. 

2. Non-expansion of lung: 

This was one of the commonest transient com¬ 
plications encountered The lung expanded after 12- 
24 hours of physiotherapy, slow suction and evacu¬ 
ation of the collected pneumothorax. In grossly in¬ 
fected 3 5 patients (7.77%) the lung did not expand 
wholly inspitc of all vigorous manipulations. It was 
because of already present atelectasis, 
bronchiectasis, pneumonia or other consolidations 
and after removal of chest tubes, lung function tests 
performed were satisfactory so the patients was sent 
home and put under follow up. 

3. Infections: 

The grade of infection ranged from stitch in- 
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fig. 1; X-Ray Chest Showing Multiple Hv dated 
Cysts in Roth the Lungs. 


Fig. 2: Laminated Membranes Rert.^eea tntuci 
from the Lung. 



fcction. wound infection, pyothorax and 
spccticacmia. It was seen in 23 patients. Stitch in¬ 
fections. were mild and responded to removal of 
stitches and wound dressings Wound infection de¬ 
manded daily wound dressings wrth H.O } bctadinc 
and in 11 patients the wound needed resuturing The 
pyothorax was a real problem which needed drain¬ 
age of pus by reinsertion of chest tubes or re-explo¬ 
ration. In 9 patients (2.0%) the under-water drain¬ 
age system was convened to open drainage system 
and the patient sent home on specific antibiotics. 3 
patients from this group developed bronchopleural 
fistula which was managed by conservative tech¬ 
niques. 

4. Mortality: 

3 patients were lost in this study (.66%) One 
of them had infected cyst associated with sever 
bronchiectasis. Operation performed was 
pneumonectomy, stump dehiscence suddenly killed 
the patient. Another one developed septiccamia with 
atelectasis of right lower lobe of lung. Patient was 
taken for secondary suturing of the wound with 
drainage of pyothorax when he scummbcd to death 
immediately after reexploration. Third patient had 
poor lung functions and underwent upper lobectomy 


of right lung with the rcmo\ al of h> datid endoex st 
Patient needed elective ventilation after surgers. lie 
could not be weaned ofT the ventilator and expired 
on 6th postoperative day. 

Obverv >itions 


Table 1. Patient distribution (n - 25U) 


Age in H'ats 

10-20 

21-30 

3 I -40 

4 1 -50 

51-60 

60 

lolal 

Male 

41 

1 26 

lot 

2X 

16 

I 

312 

Female 

1 * 

5o 

4 7 

X 

14 

1 tx 

Toul 

54 

1X2 

150 

36 

30 

3 

450 


M F 2 5 2 


Table 2. Clinical manifestations (Presentation) 


1 t’oagftwrtll ftrcranrfctpcrtonibtm 

7T5 

78 \ 2 " 

2. Chest diseomlort 

20X 

4t> 2 2" 

3. .\_s.ss aiplom.it ic 

102 

42 66° 

4 Haemoptysis 

1 50 

37 32 w 

5. Expectoration ol' grape skins 

25 

o 24“*o 

6 Swelling of chest wall 


O 14°.. 


Table 3. Evaluation tools 


Investigations 

No of patients 

••age 

1. X-ra> chest 

450 

mono 

2 Sputum analNsis -C S 

27X 

6111 

-Al U 

IOX 

2o uo 

•Cytologv 192 

4 2 66 

3. Casom's test 

4 50 

100 (H> 


JK ~ Practitioner, Vol. 4 No. 1, Jan. * Mar. 1997 


17 




4. ELISA 

3.USO abd/Chest 

6. Bronchoscopy 
. 7. Lung function testa 

8. CT scan cheat 

X-ray findings 

410 

168 

91 

430 

62 

91.11 

37.33 

20.22% 

100.00 

13.77 

Radiological findings 

No. of patients 

%agp 

1. Rotmdod ahsdow/ahadowa 


in the lung firM 

398 

88.44 

2. Irregular mass lesion in 

the lung parenchyma 

19 

4.22 

3. Air fluid level in the 

ca vita lory lesion 

27 

6 

4. Pleural effusion 

4 

88 

3. Unilateral compression 
of lung with or without 

mediastinal shift 

2 

0.44 

TaMt 4. Operative procedures performed 


Procedure 

No. of patients 

*»gc 

1. Excision of laminated 
membrane and obligation 

of cavity 

352 

78.22 

2. Excision of endocyst and 

drainage of cavity 

31 

6.88 

3. Segmentectomy 

28 

6.22 

4. Drainage of cavity only 

19 

4.22 

5. Lobectomy 

16 

3.35 

6. Percutaneous drainage of 

hydatid cyst 

2 

.44 

7. Endoscopic aspiration 

1 

.22 

8. Pneumonectomy 

1 

.22 

Compllcidona encountered 

Complications 

No. of patients 

# *»ge 

1. Haemorrhage 

6 

1.33 

2. Pneumothorax 

17 

3.77 

3. Pyotborax 

07 

1.55 

4 Wound infection 

21 

4 66 

3. Death 3 

.66 


6. Wound dchismce 

9 

1.98 

7 Bronchopleural 


fistula 3 


Note: More than one complications were faced in 
many patients. Total number of patients 
with complications were 36 (8%) 

Discussion 

Pulmonary hydatidosis. the commonest cause 
of lung cysts as reported in the world literature is 
one of the very common pulmonary lesions encoun¬ 
tered in our thoracic surgical practice. Although 
many of the hydatid cysts in the lungs were 
asymptomatic in our study, approximately 60% of 
the patients had major distressing problems like 
cough.chest pain, hcamoptysis or recurrent chest in¬ 
fections. All the problems associated with the pul¬ 
monary hydatidosis arc related cither to the involve¬ 


ment of bronchial tree directly by the intact endocyst 
or the compression of long parenchy ma including 
the pulmonary vasculature. The echinococcal cyst 
can cause symptoms and signs according to the in¬ 
volvement of organ, hence besides the usual mani¬ 
festations of cysts in the pulmonary system, we have 
observed infection, rupture, deranged lung functions 
as the manifestations of hydatid cyst in the lungs. 
An unusual presentation had been seen in a 9 year 
old boy who had hydatid lung and liver. The lung 
cyst protruded through the chfcSl wall that appeared 
as an appreciable swelling over right chest. Al¬ 
though X-ray chest revealed the diagnosis approxi¬ 
mately in all the patients yet they were subjected to 
a battery of other investigations to confirm the di¬ 
agnosis and also to assess the preanaesthetic status 
of the patients. 

Casoni’s test, ELISA, lung functions and 
ultrasonography of the abdomen were performed in 
most of the patients. Casoni’s test was seen posi¬ 
tive in 83% of patients and ELISA in 92%. This is 
almost a similar result as reported by W.C Meyers 7 
in the text book of surgery by Sabiston. Routine 
ultrasonography of abdomen revealed 2% of patients 
having associated hydatid cyst of liver*. 

Sami, Kabbani, Jokhadar et at* have even sug¬ 
gested a routine ultrasound (echocardiography) of 
heart in a series of pulmonary hydatid cysts. Thus 
they have picked up four cases of cardiac 
hydatidosis associated with pulmonary 
echinococcosis. 

Sputum analysis was performed only in case of . 
suspected associated malignancy, pulmonary, kock’s 
or progressive infections. Hydatid disease in them 
was already a diagnosed entity. Pulmonary kock’s 
was seen associated with 3 patients, bronchogenic 
carcinoma in none. 

Bronchoscopy was performed in patients with 
hilar shadows, patients of age more than 35 years 
or patients of atypical lung shadows. It showed only 
an extrinsic compression of bronchial tree in some 
of patients (68%) 

Lung function test performed helped us to 
evaluate the patient for surgical fitness. Vital ca¬ 
pacity was seen decreased in 23 patients (5.73%) 

CT chest was also performed only to exclude a 
malignancy or role out the involvement of main 
bronchus by the cyst. 

Surgical treatment 1 * 2,410 as suggested by Sami 9 
and Petu Van Tragt 7 in Gibbons chest surgery was 
followed in almost all the cases, preventing any dis¬ 
semination. 

Hypertonic saline was also used as scolicidal 
agent. The various surgical procedures performed 
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were decided on table as the case demanded; like 
«n infected cyst cavity was always drained 610 " out¬ 
side by a water seal ext, drain. The nonfunctional 
pericyst was always resected,*- 4 -' 0 -" a clean 
noninfected cavity was always obliterated by a non 
absorbable suture material* and the bronichial air 
leak was closed in every* 4 case by nonabsorbable 
suture material. The variable post operative behav¬ 
ior of patients was attributed to the different pre¬ 
sentations of the patients; like an infected patient 
sta>ed in the hospital for more time than a non-in- 
fected patient. A patient with ruptured hydatid had 
some lung collapse after surgery than a patient who 
presented with intact cyst’. 

The cyst which was endoscopically aspirated 
was merely a chance. The bronchoscopist suspected 
the lateral compression to be by a malignant growth 
and while taking biopsy, the cyst ruptured and the 
suction available helped to evacuate the fluid and 
membrane. She was soon given albendazole and has 
not so-far shown any recurrence during a follow of 
5 years. 

The patients who were aspirated percutancously 
had an irregular shadow in the left lower zone of 
chest. The fluid was sucked and patients put on 
medical treatment. No anaphylaxis was encountered. 
No evidence of any recurrence is seen during a short 
follow up of 1 1/2 years so-far. 

The three patients lost were a patient who de¬ 
veloped a non healing bronchoplural fistula with 
pyothorax and other two had huge hydatid cysts with 
severely compromising lung functions. 

Thus we conclude that ultrasonography 
abodmen should be performed in all pulmonary hy¬ 
datid cases to role out any hepatic or peritoneal 


hydatidosis. We also suggest that although surgery 
is the mainstay of hydatid cyst management, medi¬ 
cal therapy should be used in conjunction with sur¬ 
gery in those patients with suspected spillage of 
hydatid fluid during surgery. 
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Serum Calcium Levels in Pulmonary Tuberculosis 

S. Zaffar Mehdi*; Perveiz Zurgar**; Gazanfar Ali*** 

Abstract: The present study includes 100 patients of pulmonary tubercu¬ 
losis matched with 100 patients of chronic obstructive airway disease (con¬ 
trols), to assess the incidence of hypercalcemia. A statistically signifi¬ 
cant difference (P<0.001) in serum calcium concentration have been found 
in patients of pulmonary tuberculosis. The incidence of hypercalcemia is 
much below (only 5 9 A) than reported by others. Hypercalcemia disappeared 
spontaneously without any treatment on the followup and we conclude 
that most patients of pulmonary tuberculosis are not at risk from 
hypercalcemia. jg Practitioner 1997; 4:1 20-21 


Key words: Pulmonary tuberculosis. 

Introduction 

Alterations in scrum calcium concentration oc¬ 
curs in association with various granulomatous dis¬ 
ease. Hypercalcemia of granulomatous disease has 
been assuming more and more importance in the 
recent past. Sarcoidosis is the most common 
granulomatous disease causing hypercalcemia, tu¬ 
berculosis. coccidiodomycosis. histoplasmosis, lep¬ 
rosy chronic beryllium poisoning and now silicon 
induced granlomas have been reported to be associ¬ 
ated with altered scrum calcium concentrations' 1 . 

Hypercalcemia has been known to be associ¬ 
ated with tuberculosis since 19.3 P. In some studies 
28 to 48% of tuberculosis patients developed 
hypercalcemia paradoxically, while on antituber- 
cular chcmolhcraphy* 4 . 

There have been some case reports of 
hypcrcalccmic coma in tuberculosis requiring emer¬ 
gency treatment’. To assess the incidence and pat¬ 
tern of hypercalcemia in pulmonary tuberculosis this 
study was carried out. 

Material and Methods 

A study of scrum calcium levels in pulmonary 
tuberculosis was done in S.M H S. and Chest Dis¬ 
eases Hospitals affiliated to Government Medical 
college . Srinagar. Patients were divided into two 
groups (I Sl II). Group I comprised of 100 patients 
with chronic obstructive airway disease. Group II 
comprised of 100 patients with pulmonary tubercu¬ 
losis. Both groups were age and sex matched Group 
I served as controls Routine investigation included 
CBC. kidney function tests, chest skiagrams spu¬ 
tum smears for AFB and lymph node biopsies and 
culture for mycobacterium tuberculosis was taken 
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hypercalcemia. 

as confirmatory test for tuberculosis. Other investi¬ 
gations done were estimation of scrum calcium, 
phosphorus, alkaline phosphate, proteins (albumin 
globulins). Tuberculin test was done in all and only 
patients with positive tuberculin test were inctoded 
in the study so as to exclude sarcoid cases. 

Hypercalcemia was defined as the level of se¬ 
rum calcium more than 10.5mg/dl on two or more 
occasions’ 5 . Fasting venous blood was drawn for the 
determination of scrum calcium, phosphorus, alka¬ 
line phosphatase and serum proteins. The estima¬ 
tion of calcium was done by orthocrcsopthalcin 
complcxonc method. Scrum calcium in hypo- 
albuncmic patients was corrected according to the 
formula by Michael PW‘. Patients were followed 
with monthly estimation of scrum calcium, phos¬ 
phorus. ALP, proteins upto a period of 5 months. 
Every possible effort was made in hypcrcalccmic 
patients to exclude common causes of hpcrcalcemia. 

Results 

100 Patients of pulmonary tuberculosis (age 
range 20-74 years mean age 41.80 + 15.40 SD, 56 
males and 44 females) were taken to find out the 
incidence of hypercalcemia as against 100 patients 
of chronic obstructive pulmonary disease as controls 
(age range 20-60 years, mean age 42.40 + 16.74 SD, 
60 males and 40 females) forming group II and 
Group I respectively. 

Comparison of scrum calcium (mgs) between 
males controls and patients shows a significant 
difference (P< 0.001), and between females in the 
two groups is also significant P < 0.001 (Table I). 
Comparison of scrum calcium among different age 
groups in controls and patients (Table II) is statis¬ 
tically significant. Overall there is a significant 
difference between serum calcium of patients and 
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cltTpiralon of <tru (tldui (■*•) *-<>«8 differ*at age 
iroapi la controls and patients__ 


Age group year* 

Group S.calcium P 

< 40 

Controls 
(n - 48) 

9.68 ±0.46 


Patients 
(n- 51) 

< 0.001 
10.05+0.31 

41 -60 

Controls 
(n - 42) 

9.37 + 0.48 


Patient* 
(n - 39) 

< 0.001 

9.96 + 0.31 

60 

Controls 
(n - 10) 

9.06 + 0.61 


Patients 
(n - 10) 

< 0 .001 

9.91 +0.29 

Table II: 

Comparsloa of serum calcium (mgs) between controls and 
patient* 

Group of cases 

Serum calcuium P 

Mean SD 

Control* 

(n - 100) 

9.49 ♦ 0.46 


Patients 
(n - 100) 

10.00 + 0.36 

< 0.001 


controls. Of 100 patients, five cases had scrum cal¬ 
cium 10.5 mgs and these cases had such evidence 
more than two times during their follow up. 


Discussion 

The possibility of hypercalcemia in 
granulomatous disease has been achieving greater 
importance because of it being one of the differen¬ 
tial diagnosis of hypercalcemia. In the present study 
the mean serum calcium was high in patients as 
compared to controls. The incidence of 
hypercalcemia was 5% in contrast to the reported 
incidence of 20-40% by various authors 2 - 5 -’. The 
mean scrum calcium in males and females of pa¬ 
tients was statistically significant (P < 0.001) when 
compared with males and females of the control 
group. A similar pattern has been reported previ- 
ously 2 - 5 - 7 -*. However, Fuss at al* are in agreement 
with us that most patients with tuberculosis are not 
at risk from hypercalcemia. 

The mechanism of hypercalcemia occuring in 
these patients is unclear. Involvement of bone or 
adrenals is possible 10 but there was no clinical evi¬ 
dence of these conditions in these patients. The cor¬ 
relation of vitamin D intake and hypercalcemia has 
been observed 2 - 3 - 5 and it remains a possibility as our 


chronically ill patients receive multivitamins orally 
or injectables including vitamin D with or without 
prescriptions. It is known that tuberculosis patients 
are sensitive to vitamin D as also other 
granulomatous The. patients in whom 

hypercalcemia was observed it appened between 1st 
to 3rd month (4-13 weeks). All the hypercalcemic 
patients remained symptom free. Similar observa¬ 
tions have been reported previously 2 - 5 - 5 - ,> . 
Hypercalcemia disappeared spontaneously without 
any treatment on their follow up, ruling out other 
cases of Hypercalcemia at the same time. We con¬ 
clude that most patients of pulmonary tuberculosis 
are not at risk from hypercalcemia, Vit D supple¬ 
mentation should be avoided before or during 1st 
few months of chemotherapy in these patients un¬ 
less badly needed. 
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Pattern of Genital Mucous Membrane Lesions in Kashmir 

Dilshada*; G.H.Hajini** 

Abstract: 103 Patients with mucous membrane lesion ref erred to Derma¬ 
tology department for opinion were taken up for study. There were 52 
males and 51 females. Out of these 22 cases had genital mucous mem¬ 
brane involvement . These twenty two cases were studied for disease pat¬ 
tern. The disease pattern among 22 cases revealed fixed drug eruption 
(FDE) in 9. Lichen planus in 4, pemphigus in 3, Candidiasis in 2, pri¬ 
mary syphilis in 1, Steven Johnson’s syndrome in 1, Herpes genitalis in 1 
and Bechets Syndrome in one case. In conclusion thus revealing that FDE 
was the commonest mucous membrane lesion and lichen planus the next 
common genital mucous membrane lesion. JK Practitioner 1997; 4:1 22-24 

Key words : Mucous membrane (mm). Fixed drug eruption (FDE) 


Introduction 

Mucous membrane lesions are usually the re¬ 
sults of local disease but could some times be the 
only manifestation of some dermatological disorder. 
Genital mucous is involved in a variety of cutane¬ 
ous diseases. There arc many studies showing vari¬ 
ous patterns of skin disorders in India 11 - 3 - 4 but the 
pattern of genital mucous membrane lesions in der¬ 
matological practice has not been heiterto reported 
from India and the present paper is hence an at¬ 
tempt to fill up this gap 

Material and Methods 

The patients pertaining to this study were col¬ 
lected from the department of dermatology and 
venerology of Government Medical College 
Srinagar, included all the outpatients and inpa¬ 
tients. 103 patients who had skin disorders with 
genital mucous membrane involvement or those who 
had only m.m lesion attending or referred to der- 
matolog> department for opinion were taken up for 
the study. 

Every patient was subjected to detailed history 
and examination including systemic examination. 
Local examination included :- 
1/ Skin examination 

2/ Mucosal examination i.e both genital & oral. 

The nature, number, site and character of the 
lesion was noted Besides routine investigations, 
special investigation like smear examination, cyto- 
logical. biops) and skin biopsy if needed and VDRL 
were carried out. 
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Observation 

Total of 103 patients were examined, out of 
which 52 were males and 51 females. 

Site of involvement: oral mucosa was involved in 
majority of cases, i.e. followed by genital mucosa 
i.e. 21% (22 cases) (Table 1). 

Disease pattern 

Disease pattern among 22 cases revealed Fixed 
drug eruption in 9(40%). Lichen planus in 4(18%), 
Pemphigus in 3(14%), candidiasis in 2(9%) Primary- 
syphilis in 1(4%). Steven's syndrome in 1(4%). 
Herpes genitalia in 1(14%), and Behcet's syndrome 
in 1(4%), each. Thus revealing that FDE was the 
commonest mucous membrane lesions and lichen 
planus the next common. 

Fixed drug eruption 

Tetracycline was the commonest drug causing 
FDE over genitalia, 3 cases (33), followed by 
cotrimaxazolc 2 cases (22%), Ibuprofen, Kcbuticine. 
oxyphenabutazonc and unknown drug accounting 
for 1 case each (11%) 

Genital Lesions: Out of 22 cases who had genital 
involvement there were 15 males and 7 males. 
More than one site of m m involvement: Out of 22 
patients in addition to genital involvement major¬ 
ity of the patients had concomittant skin and oral 
mucosal involvement i.e. 11 cases (88%) (Table 3) 

Lichen Planus 

Lichen planus was seen in 4 cases (18%) out 
of which there were 3 males and one female. In all 
the four in addition to genital involvement there was 
associated skin and oral involvement. Most of the 
patients had typical lesions of lichen planus 
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lowing sites involved in 103 c.e, of mocoo. 


memDranc; _ 

S No Site involved No. of cases age 

1 _ Oral mucosa 93 

2 - Genital mucosa 22 


3 - Eyes 8 


Total cases 123 


Some patients had more then one site involved 

Table 2 : 

Disease pattern in 22 cases 

of genital lesions 

S.No. Disease 

No. of cases 

1 FDE. 

9 (40%) 

2. Lichen Planus 

■4 (18%) 

3. Pemphigus vulgaris 

4 • Candidiasis 2 (8%) 

3 (14%) 

5. Primary syphilis 

6. Steven’s Johnson 

1 (4) 

syndrome 

1 (4) 

7. Herpis genitalia 

1 (4) 

8. Bechet’s sydrome 

1 (4) 

Table 3 : 


Associated sites involved 

No. of cases 

1. Genitalias + oral 

1 

2. Genitalia + skin 

6 

3. Genitalia + Skin + oral 

11 

4. Genital only 

3 

5. Genital + oral + eye 

1 

Total 

22 


described as whitish plaques of varying size with 
lacy pattern on different sites of mucous membrane. 
Ulcers were found in one. 


Pemphigus Vulgaris 

Pemphigus vulgaris was seen in 3 patients 
(13%) out of which two were males and 1 female. 
In all the three, there was concomittant involvement 
of oral mucosa and skin. 

Candidiasis: was seen in two cases (9%), Both fe¬ 
males who had vulvovaginitis due to candidiasis. 
In one case oral mucosa was also involved. 

Primary syphilis: was a seen in female patients who 
had a lesion on labia majora. 

Discussion 

Out of 103 patients seeking dermatological 
consultation, 22 had genital involvement. There 


were fifteen males and seven females Majority^of 
the patients with genital lesions had associated skin 
and oral mucous membrane involvcment. Thcre were 
only three cases in which the lesions were confine 
to genital mucous membrane only. 

Pattern of lesions revealed that fixed drug erup¬ 
tion was the commonest lesion encountered i.e. 
out of 22 cases (40%). Followed by lichen planus 4 
out of 22 (18%). pemphigus vulgaris 3 i.e. 14/o. 

_ .... . . .nA/v_. l.ri/Vn IirpTP C 


frequently. 

Fixed drug eruption: Tetracycline was the common¬ 
est drug causing FDE in the genitals (3 cases - 33 /o) 
followed by Cotrimaxazolc 2 cases (22%), other 
drugs causing FDE were Ibuprofcn, Kcbutacinc. 
oxyphenbutazonc and unknown drug accounting for 
1 case each (11%). 

Fixed drug eruption was seen more commonly 
in males i.e. 8 out of 9 cases and the commonest 
site was shaft of the penis There was only one fe¬ 
male who had fixed drug eruption of vulva. There 
was a predilection of FDE in penis. (However, 
whether there is similar predilection for vulvar FDE 


remains unknown) 5 . 

Large number of patients with FDE need to be 
studied in order to find out the incidence of vulvar 


involvement in FDE. 

Lichen planus: L.P. was seen in patients (18%), out 
of which there were three males and one female. L. 
Planus involves glans penis in males. Most often 
penile lesions arc part of generalised pruritic con¬ 
dition. Isolated papules on glans penis do occur, but 
diagnosis is usually apparent from primary lesions. 
Coexisting oral mucosal lesions especially buccal 
appearing as a white reticulate or lace like pattern 
occur as a confirmatory finding. In the present study 
all the three cases had concomittant skin involve¬ 
ment while as one patient had in addition oral mu¬ 
cous membrane involvement also, while as in one 
female patient there was concomittant involvement 
of skin and oral mucosa. 

Pemphigus Vulgaris: was seen in 3 patients i.e. 13%. 
There were two males and one female. Pemphigus 
vulgaris may develop first on penis with the placed 
bullae readily to form erosions and crusts. In the 
present study both the males had concomittant oral 
and skin involvement having typical erosions & 
crusts. Diagnosis was confirmed by cytology. 
Candidiasis was seen in two cases i.e. 9% both were 
females who had vulvo gcnitis due to candidiasis. 
In one case oral mucosa was also involved. A Can¬ 
dida infection accounting for l/3rd of 478 consecu¬ 
tive cases of discharge and pruritus in one study*. 

Both cases in the present study had discharge 
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•nd pruritus and vagina was reddened and white 
card like plagues of thrush were present. Both case 
had associated diabetes mellitus. 

Rest of the lesions were seen very rarely. Out 
of which Primary syphilis. Steven’s Johnson's syn¬ 
drome were seen in one patients each. 
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Anthropometric Change in Lactating Mothers: 

A Longitudinal Study: 

Roh-ul Jabeen Shah*; Khalida Hakim**; G.M. Dhar*** 

Abstract: This study included 88 mothers who had passed through a nor¬ 
mal perinatal experience. The mothers were followed up to 6 months af¬ 
ter delivery and were subjected to anthropometric measurements. The 
midarm circumference and the infrascapular sum fold thickness did not 
show any significant variations over this time period. The triceps skin 
fold thickness showed significant decline with advancing lactation. There 
was also a mean weight loss of 0.6 Kg. JK Practitioner 1997; 4:1 24-26 

Key words:- Lactation, anthropometric measurements. 


Introduction 

Breast feeding makes greater demands on the 
mother than pregnancy. It imposes a dual nutritional 
strain: One for secreting milk and the other for pro¬ 
viding energy for the process of secretion 0 *. In 
preparation of meeting this demand additional en¬ 
ergy is stored in the body of pregnant women in the 
form of a *fat bank’ which helps in offsetting lacta¬ 
tion demands of a mother for a variable period. 
During pregnancy a normal mother gains about 7-8 
pounds of fat which is presumably expended in 
meeting the extra energy demands of lactation 0 *. The 
lactating women have several options to meet their 
energy cost of lactation. They may increase their 
energy intake, mobilize their body fat stores or lower 
the non-lactational component of their energy ex¬ 
penditure'**. The simplest evidence of tissue deple¬ 
tion is loss of body weight 0 *. 

The present study has been undertaken to ob- 
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serve the weight loss experienced by mothers dur¬ 
ing active lactation period, as also to assess the im¬ 
pact of breast-feeding on other anthropometric pa¬ 
rameters. 

Material and Methods 

Originally a sample of 101 mothers, primies 
as well as multies who had undergone a normal 
perinatal experience and had delivered healthy 
singleton new-borns without any complications ei¬ 
ther to the mother or to the offspring, were regis¬ 
tered for this study. This sample was obtained by 
random method out of all similar mother who had 
reported in the delivery section of the M.C.H hos¬ 
pital of the department of Community Medicine. 
SKIMS from November, 1992 to February, 1993. All 
the mothers in the sample were followed closely 
through the delivery process and were imparted in¬ 
tensive lactation education to ensure immediate and 
uninterrupted breast-feeding of their newborns. Af¬ 
ter being discharged from the hospital the mothers 
were followed up in the out patient wing of the de¬ 
partment for a period of 6 months. Those mothers 
who failed to report for the follow-up or who stopped 
lactation du e to one reason or the other or who dc- 
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veloped an illness likely to interfere with lactation 
or who became pregnant during the follow-up pe¬ 
riod were excluded from the study on the appear¬ 
ance of aforesaid factors. All the mothers in the 
sample were subjected to serial measurements of 
weight, mid are circumfeerence (M.A.C) and skin 
fold thickness (S.F.T) at three body sites; Triceps, 
infrascapular and suprailiac as recommended by 
Jelliffe <5> . Every measurement was made in tripli¬ 
cate and the average there of was recorded for pur¬ 
poses of this study. 

Results 

Out of the original strength of 101 mothers 
registered, only 88 mothers were Finally included 
in the study, the remaining had to be excluded for 
reasons indicated under material and methods. As 
will be observed even this group of 88 mother did 
not report regularly for postnatal follow-up, their 
number dewindled gradually with succeeding 
months of lactation to an extent that only 20 moth¬ 
ers finally reported at the end of the study period. 

1. Changes in body weight 

The mean body weight of Iactating mothers at 
0-1 month lactation interval which was observed as 
50.14 Kg showed minor fluctuation in succeeding 
months. The maximum mean weight of 51.11 Kg 
was achieved at 1-2 months and a minimum weight 
of 48.83 Kg at 4-5 months of lactation. These varia¬ 
tions in body weight over the period of observation 
were statistically insignificant. 

2. Changes in mid-arm circumference 

The mean M.A.C at 0-1 month of lactation was 
observed as 23.98 mm which represented the mini¬ 
mum in the series, the maximum circumference 
24.53 mm was observed in the 3-4 month lacation 
interval. The fluctuations in M.A.C over the period 
of follow-up were statistically insignificant. 

3. Changes in skin-fold thickness. (Table - I) 

At 0-1 month of lactation the mean triceps and 
infrascapular skin fold thickness in mothers ob¬ 
served as 11.64 mm, and 18.12 mm respectively rep¬ 
resented the lowest values in the series; the highest 
mean values were observed in the 3-4 month lacta¬ 
tion interval, being 13.88 mm and 21.35 mm re¬ 
spectively. The triceps skin fold thickness was found 
to be statistically significant at 2-3, 3-4 and 5-6 
months of lactation in comparison to the 0-1 month 
value. Suprailiac skin fold thickness which was 
maximum (16.43 mm) at 1-2 months interval 
showed a steady decline over the succeeding months. 
The difference between the initial value of 15.88 
and the subsequent values at 4-5 month (11.75 mm) 
and 5-6 month (11.82 mm) intervals was found to 


be significant. 

Disscussion 

In the present study though the fluctations in 
the mean body weight of the Iactating mothers did 
not show any consistent trend there was a net weight 
loss of 0.67 Kg at 5-6 months of lactation. The ten¬ 
dency of weight loss in Iactating mothers has been 
consistently reported in literature. Thomson & 
Black 4 reported that during the lactation process 
while the weight of some mothers may remain prac¬ 
tically constant, it usually undergones a decline in 
time which may range from 1.80 to 7.30 Kg per 
women. Guillermo Tuazon et al* observed a mean 
weight loss of 1.56 Kg in Iactating Philipine women 
between 6-30 postpartum weeks. Illingworth et al 7 
reported a weight loss of 0.37 (0.14) Kg per week. 
English* reported a weight loss of 3.04 Kg over 13 
weeks postpartum Van Raaij et aP on the contrary 
noticed an increase of 0.14 Kg in body weight of 
Iactating women between 5 and 9 weeks postparum 
and mean loss of 2.30+3.60Kg between 9 and 56 
postpartum weeks. The present study also reveals a 
similar fluctuation showing a gain of 0.97 Kg at 1- 
2 months postpartum and a mean weight loss of 
0.67Kg at 5-6 postpartum months. Sadurskis et al’ 
have also corroborated this observation. 

The mean M A C values of mothers also ex¬ 
hibited minor fluctuations showing no consistent 
trend. The maximum increase of 0.55 ems in M A C 
was observed in 3-4 months pospartum. 

The skin fold thickness measurements at 3 body 
sites recorded in the study also exhibited small fluc¬ 
tuations at varying periods of postpartum follow¬ 
up. Van Raaij et al* observed similar trend when 
they reported that the body fat mass values derived 
from the sum of 4 skin fold thickness measurements: 
Triceps, biceps, suprailiac and subscapular, in¬ 
creased to 0.33 Kg between 5-9 weeks, declining 
thereafter till 56 weeks postpartum The mean tri¬ 
ceps skin fold thickness in this study showed a maxi¬ 
mum increased of 2.24 mm in 3-4 months postpar¬ 
tum. Taggart et al 10 described an incrcasse in tri¬ 
ceps skin fold thickness values between first and 6- 
8 postpartum weeks and little changes were observed 
in the infracapsular skin fold thickness as apposed 
to the present study, wherein an increase of 3.23mm 
was demonstrated in 3-4 months postpartum, lnspitc 
of small fluctuations, the supailiac skin fold thick¬ 
ness measurements in this study showed a decling 
trend over the succeeding postpartum months. 
Characterized by a net loss of 4.06 mm at the end 
of the follow-up period. This finding is corroborated 
by similar observations made by Naissmith & 
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Table-I Changes in Skin-Fold Thickness Values (mm) of Mothers Over the First 6 months of Lactation 


Month of 

No. of 
mothers 


Triceps 



Infraseapular 



Suprailiac 

Lactation 

Mean 

• 


Mean 

• 



Mean 

• 




+ 

S.D 

t 

Value 

P 

Value 

± 

S.D 

t 

Value 

P 

Value 

+ 

S.D 

t 

Value 

P 

Value 

0-1 

88 

11.64 
± 3.28 

- 

- 

18.12 
+ 5 88 

• 

• 

15.88 
± 6.67 

* 

- 

1-2 

39 

13.21 
+ 4.54 

1.91 

> 05 

19 57 
± 5.87 

1.26 

> .20 

16 43 

± 6.15 

0 44 

> .50 

2-3 

34 

13 78 
+ 4 32 

2 61 

< .025 

20.78 
± 7.29 

1 90 

> .05 

15.25 
± 5.80 

0.52 

> .50 

3-4 

26 

13.88 
+ 4 50 

2.36 

< .025 

21.35 
± 8.37 

1 84 

> .05 

14.15 
+ 6.60 

1.17 

> .20 

4-5 

31 

12 94 
± 3.72 

1.73 

> .05 

19 44 

± 5.92 

1 67 

> .20 

11.75 
± 4 69 

3.75 

< .001 

5-6 

20 

13 63 
± 3 95 

2 09 

< 05 

20.48 
+ 6.48 

1 49 

> .10 

11 82 
± 3 84 

3.66 

< .001 


*Calculatcd in relation to initial value at 0-1 month of lactation. 


Ritche 11 . It appears that the fat bank depot ac¬ 
counting for 3.5 to 4 Kg weight gain in pregnant 
women is mostly concentrated in the suprailiac re¬ 
gion and is gradually expanded to meet the energy 
demands of lactation as indicated by a decline in 
suprailiac skin fold thickness measurements with 
advancing lactation 

Conclusions 

1. Breast-feeding imposes nutritional stress on lac- 
tating mothers which inpart, results in selec¬ 
tive mobilization of nutrients from within the 
maternal body tissue. 

2. The present study covering a lactation period 
of 6 months revealed fluctuations in 3 nutri¬ 
tional parameters i.e. body weight, mid arm cir¬ 
cumference and skinflod thickness at 3 body 
sites. 

3. While the fluctuations in other parameters were 
by & large minimal and insignificant, suprailiac 
skinfold thickness exhibited a significant de¬ 
cline with succeeding months of lactation. 
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Case Reports _ 

Respiratory Complications in Hypothyroidism 
A Case Report and Review of Literature 
Showkat Bashir*; Riyaz Bashir**; Faroque A. Khan*** 


Abstract: Hypothyroidism is a common endocrine disorder with charac¬ 
teristic signs and symptoms. However the spectrum of clinical presenta¬ 
tion may stretch across different organ systems, including the respiratory 
system. The respiratory complications in hypothyroidism, though well 
documented, are not universally appreciated. These derangements pri¬ 
marily include respiratory muscle weakness, airway obstruction, sleep dis¬ 
ordered breathing patterns and respiratory failure. Recognizing these com¬ 
plications is important as they are completely reversed with replacement 
therapy. 

It is the purpose of this communication to present a case of hypothyroidism 
with predominant respiratory manifestations. We particularly focussed 
on respiration in hypothyroidism and its relevant review of literature. 

(Jk Practitioner 1997, 4 1 27-29) 

Key wards: Hypothyroidisms, Hypoventilation, Rmapirmtory Muscles. 



Case Report 

A 60- 
old white female 
with no signifi 
cant past medical 
htslor> presented 
with nonspecific 
complaints 
lethargy, somno¬ 
lence and change 
in voice. She de¬ 
nied any other 
complaint. On ex¬ 
amination she 
was a middle- 
aged obese female 
in no apparent 
distress but ap¬ 
peared drowsy. 
Her pulse was 68/ 
min regular, the 
blood pressure 
was 128/82 
mmHg, respi- 


/. Hypothyroid patient with Hypercapnic Respiratory Failure 
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ratory rate was 16/min and temperature was 9 (> s |" 
She had rounded facies with coarse features Her 
skin was thick, dry and cold Hair was thin and spare 
(Fig I) Thyroid was not palpable Chest and car¬ 
diovascular examination was unremarkable Abdo 
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men was soft and non tender. Neurological exami¬ 
nation was significant for hung-up deep tendon re¬ 
flexes. Routine laboratory studies were all within 
normal limits. Chest roentgenogram revealed mild 
pulmonary venous congestion and a small right 
sided pleural effusion. Electrocardiogram showed 
normal sinus rhythm, rate of 68/min and decreased 
voltage. Arterial blood gas analysis on admission 
at room air revealed a pH of 7.30. paO : of 42 mmHg; 
paCOj of 88mmHg. She was started on 50% oxygen 
and repeat blood gas showed improved oxygenation 
with little change in pH and paCO,. Five hours later 
a repeat arterial blood gas in the morning showed 
pH of 7.4; paOj of 58 mmHg and paCO, of 
128mmHg At this point in time we intubated and 
mechanically ventilated her. Echocardiogram 
showed normal ejection fraction with minimal peri¬ 
cardial effusion. Her thyroid function tests 
rcvcalcdTSH=47.1 (normal 0.4 to 6.8mU/L), T3 = 15 
(normal 62-194ng/dl). T4=0.5nmol/L (normal 64 to 
154nmol/L) and T3 uptake =18.3 (normal 0.28 to 
0.38) consistent with primary hypothyroidism. 
Hence a diagnosis of severe hypercapnic respiratory 
failure with hypothyroidism was made and we 
started her on thyroid replacement. 

Three days later patient had good weaning pa¬ 
rameters. was extubated and continued her on hu¬ 
midified oxygen. Next day in the morning patient 
again developed severe drowsiness. A repeat blood 
gas showed severe hypercapnia and she needed 
rcintubation During rest of the hospitalization two 
more attempts at extubation were unsuccessful, 
therefore a tracheostomy was done. After one month 
of thyroxine therapy she become euthyroid and was 
successfully weaned off the ventilator. One and half 
years later the patient is doing very well on replace¬ 
ment therapy. 

Discussion 

Hypothyroidism affects the mechanics of 
breathing in a generalized way. It leads to the weak¬ 
ness of respiratory muscles, including the dia¬ 
phragm It also produces narrowing of the upper 
airways and decreases the ventilatory drive to hy¬ 
poxia and hypercapnia. All these factors lead to 
carbon dioxide retention and respiratory 1 failure. 

The muscle abnormalities in hypothyroidism 
called hypothyroid myopathy which affects the res¬ 
piratory muscles also, range from commonly ob¬ 
served delay in deep tendon reflexes to much less 
frequently observed muscle hypertrophy and 
pscudomyolonia 1 . Electromyography show repeti¬ 
tive. positive waves with increased inscrtional ac¬ 
tivity with occasional fibrillations An increase in 



scrum levels of creatine phosphokinasc. SGOT and 
LDH are noted in this condition. However it has not 
been established whether these serum enzyme lev¬ 
els reflect an increased release or a decreased clear¬ 
ance of these enzymes or both. It is also not clear 
whether the levels of these enzymes correlate with 
severity of respiratory dysfunction. Histologically 
there is hypertrophy of type I muscle fibres with 
predominance of type II Fibers. These abnormali¬ 
ties show pathologic and clinical response to treat¬ 
ment with a predictable decline in serum levels of 
creatine kinase and other enzymes. The diaphrag¬ 
matic dysfunction in hypothyroidism is part of a 
generalized hypothyroid myopathy which is exag¬ 
gerated by phrenic nerve conduction abnormality 
and hypercarbia. This dysfunction can range from 
mild weakness predominantly affecting exercise ca¬ 
pacity to severe compromise mimicking diaphrag¬ 
matic paralysis which further worsen hypercarbia. 
This diaphragmatic weakness has been demon¬ 
strated by a greatly reduced transdiaphragmatic 
pressure (Pdi max) measured as a difference between 
Gastric (Pga) and Oesophageal pressure (Ppl) by two 
thin walled balloons positioned in stomach and 
middle of oesophagus 1 . 

The narrowing of upper airways and conse¬ 
quent obstructive apnea is believed to be caused by 
deposition of mucopolysaccharides and protein 
extravasation into tissues of pharynx and tongue. 
The pharyngeal muscles are also affected by 
hypothyroid myopathy with consequent hypotonia 
which adds to the obstruction in airways. In addi¬ 
tion there is depressed ventilatory drive to hypoxia 
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and hypoxia and hypercarbia, the cause of which is 
unclear 4 . The thyroxine replacement is associated 
with increased ventilatory responsiveness to hypoxia 
with normal responsiveness reached within three 
weeks of replacement as was demonstrated in our 
patient 4 . However hypercapnic ventilatory drive has 
not been shown to increase significantly with re¬ 
placement of thyroid hormones. Thus it appears that 
the chronology of respiratory derangement starts 
with weakness of respiratory muscles and increased 
work of breathing. This leads to decreased efficiency 
of respiratory muscles, hypoventilation, chronic 
hypercarbia and hypoxia (Fig.2). 

Our patients presentation of severe hypercapnic 
respiratory failure, illustrates the importance of this 
dysfunction in a patient with hypothyroidism and 
substantiates the fact that it should be ruled out in 
a patient with chronic hypercarbia. In summary 
hypothyroidism can cause significant respiratory 


compromise particularly respiratory muscle dysfunc¬ 
tion which if diagnosed early can be completely re¬ 
versed with appropriate replacement therapy. 
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Thyroprivic hypothyroidism with isosexual precocious puberty 
(Van Wyck Syndrome)- a report of two cases 



Abdul Hamid Zargar*; Bashir Ahmad 

Arshad Iqbal Wani*; 


Puberty is defined as state of physical devel¬ 
opment when sexual reproduction first become pos¬ 
sible. It is recognised externally by onset of devel¬ 
opment of secondary sexual characters and increase 
in growth velocity. Puberty is considered precocious 
if breast bud appears before the age of 8 years in 
girls and in males testicular enlargement appears 
before the age of 9 years"*. Puberty can be either 
isosexual or heterosexual, isosexual can cither be 
complete or incomplete. Thyroprcvic hypothyroid¬ 
ism rarely also causes precocious puberty. In this 
paper we review two cause of puberty w ho had clini¬ 
cal and biochemical evidence of thyroprcvic 
hypothyroidism. 


Case Report 
Case 1 

JA. 2 year male child product of a non- 
consangvious marriage was admitted with failure 
to thrive, recurrent respiratory tract infections and 
constipation since birth. His milestones were de¬ 
layed. he was able to sit without support for last 6 
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months only and was not able to stand or crawl. Physi¬ 
cal examination revealed features of cfetenism includ¬ 
ing face changes, dry skin, pot belly abdomen with um¬ 
bilical hernia. Length was 73 cm and weight was 13.5 
Kgs (expected 50th percentile for length and weight 
were 84.10 ems 11.53 kgs respectively/ 2 / Upper seg¬ 
ment lower segment ratio was 1.4. Genital examina¬ 
tion revealed enlarged phallus, scrotal sac and testes 
(Fig 1). Investigations revealed bone age less than ex¬ 
pected at birth (ossification centres around knee not 
appeared). Thyroid function tests revealed triiodothy¬ 
ronine (T3) of 0 30 ng/ml (Normal 0.7-2.5 ng/ml), 
tetraiodothyroninc (T4) less than 1.25 ug/dl (Normal 
5.5-13.5 ug/dl). Diagnosis ofthyroprivic hypothroidism 
with isoscxual precocious puberty was made and pa¬ 
tient put on replacement therapy. 

Case 2 

NB. 9 years old girl presented with pufliness of 
face and progressive swelling of whole body noticed 
since 2 years of age She had a poor mental develop¬ 
ment and was not going to school. Patient had breast 
development for 2 years and cyclic vaginal bleeding 4 
months before Examination revealed puffy face, dry 
skin, depressed nasal bridge (Fig II). Her height was 
107 cm and weight was 21 Kgs (expected 50th percen¬ 
tile for height and weight were 127 ems and 24 Kgs 
respectively/ 1 ’. Breast development was Tanner stage 
2-3. She had delayed deep tendon jerks. Laboratory 
investigation revealed anemia (Hb 6.0Gm/dl), bone age 
of 5 years and chest X-ray revealed cardiac enlarge¬ 
ment (pericardial effusion), thyroid function tests re¬ 
vealed T3 of 0.43 ng/ml. T4 of less than 1.25 mg/dl 
and TSH of more than 100 ulU/ml. Patient was diag¬ 
nosed to have juvenile thyroprivic hypothyroidism w ith 
isoscxual precocious puberty Patient was put on 100 
ugm of levothyroxine orall> and is continuing 

Discussion 

True precocious puberty (PP) is physiologically 
characterised by premature activation of 
hypothalamopituitary gonadal axis culminating in 
early otherwise normal sequence of pubertal devel¬ 
opment including ovulatory menstrual cycles. Idio¬ 
pathic precocious puberty constitutes the common¬ 
est cause of PP Other identifiable causes include 
central nervous system tumors. Macune-Albright 
syndrome, ovarian tumors, adrenal hyperplasia and 
hypothyroidism*’’. Proper clinical examination in¬ 
cluding per rectal and examination of optic fundi 
should be sufficient to make an accurate clinical 
diagnosis in most of the patients. The two patients 
under discussion had sufficient clinical, radiologi¬ 
cal and biochemical evidence of hypothyroidism, it 



Fig. II 


appears logical to believe that sexual precocity was 
related to hypothyroidism. 

Hypothyroidism is a rare cause of PP. Various 
mechanisms have been proposed as possible explana¬ 
tion of precocious puberty in this disorder. Von Wyck 
and Grumbach proposed hormonal overlap in the nega¬ 
tive feedback regulation w ith increased secretion of go¬ 
nadotropins. prolactin and TSH ,4> . Current belief is that 
primary hypothroidism causes increase in thyrotropin 
releasing hormone (TRH) which in turn increases se¬ 
cretion of follicular stimulating hormone which sub¬ 
sequently increases estrogen secretion in females and 
consequent breast development and vaginal changes. 
Increased FSH in males causes enlargement of testes 
due to growth of seminiferous tubules 0 / 

Kashmir valley being iodine deficient and 
awareness about iodised salt is lacking 0 - T) . Inspitc 
of ban on noniodiscd salt it still is being openly sold 
in the capital city. We are expecting more cases of 
PP due to hypothroidism in the community. 

Precocious puberty has tremendous 
psychosocial implications from age-inappropriate 
expectation of peers, friends and others which in¬ 
teract with the physically precocious youngsters, as 
well as the likehood of short stature as an adult. 
Mothers seem to be less prepared to discuss malu- 
rational changes with their early-maturing daugh¬ 
ters , */ Early maturers also have fewer friends as 
the selection of friends is partly based on similari- 
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tics of physical habits. The psychological effects of 
sexual precosity depends on gender and cultural ex¬ 
pectations. The psychological needs of the entire 
family must be properly and adequately addressed 
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treatment of sexual precocity.J CL Endocrinol Metab 
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Right Congenital Diaphragmatic Hernia with Right Lung Aplasia 

(Right sided Bochdaleks Hernia) 

Bashir Ahmad Lone*; Riyaz Ahmad**; Habibullah Sheikh*** 

JK Practitioner 1997; 4:1 31-32 


Introduction • 

Congenital diaphragmatic hernia (herbia of 
Bochdalek) is a defect in the developing 
pleuropcritonial fold through which the viscera as¬ 
cend and enter the chest usually in 8th to 10th week 
of fetal life. The herniated bowl acts as a small oc¬ 
cupying lesion and prevents normal lung develop¬ 
ment. The risk of occurence is one in 3200 live 
births and involves left side more often than the 
right. The patient becomes symptomatic in imme¬ 
diate neonatal period, we report a case of right side 
congenital diaphragmatic hernia in a young girl of 
12 years. 

Case Report 

A 12 years old girl admitted in the Department 
of Medicine with complaints of recurrent chest in¬ 
fections like cough, dyspnoea and chills, was 
wrongly diagnosed and treated as pyo-pneumothorax 
of right side. X-ray of chest (Fig. 1) revealed hazi¬ 
ness with loculated air on right side. Clinically pa¬ 
tient was pale, emaciated with clubbing. Physical 
findings were consistent with pneumothorax of the 
right chest. Under water seal drainage had been done 
many a times on right side but little air and pus 
could be drained. Patients condition did not anie- 
liorate despite drainage and antibiotics. _ 

*3/. S. Senior Resident 

* *M.S. Registrar 

• * *M. S. Registrar 
Department of Surgery 
Government \fedical College, Srinagar 
Correspondence:-Dr. Bashir Ahmad Lone 

C/o Residents Hostel, SMHS Hospital, Srinagar. 



Fig. I 

One evening patient developed acute respira¬ 
tory embarrassment and patient was referred to the 
surgical emergency for chest tube manipulation. 

We. in surgical casualty removed the previous!) 
put chest tube and made a new opening for chest 
tube insertion. It was an incidental finding lo note 
small bowl herniating out of the newly made open- 
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ing. The precarious condition of the patient make 
it impossible to give general anaesthesia and under 
local anaesthesia the opening for chest tube was 
extended in 7th intercostal space as formal 
thoracotomy and then extended into the abdomen 
as thoraco-abdominal incision. A big diaphragmatic 
defect was noticed on the right side, allowing 
herniation of entire liver, small intestine and part 
of transverse colon into the right chest. Right lung 
was aplastic. There was no other congenital 
anomaly. The contents were reduced gently into the 
abdomen and the big defect closed. The right chest 
wound was closed under water seal drainage. 

The patients expired in the morning. There 
were no facilities for ventilation or extracorporal 
membrane oxygenation 

Discussion 

Congenital diaphragmatic hernia is a well rec¬ 
ognised but a rare anomaly. The anomaly is more 
common on the left and occurs through plcuro-pcri- 
toncal canal of Bochdalck The herniation may oc¬ 
cur on the right side of diaphragm via foramen of 
Morgagni or arry. The big defect as seen on the left 
side is unusual on right side. Eventration of dia¬ 
phragm represents a thin, floppy and attenuated 
central portion of diaphragm, allowing abdominal 
visceral to push the diaphragm, high in the chest"'. 
Some cases of delayed presentation of right dia¬ 
phragmatic hernia are noted in association with 
beta-hemolytic streptococcal infection' 1 *. 

The herniated bowel acts as a space occupying 
lesion and prevent full lung development. The lung 
become hypoplastic. Defect may be detected in utcro 
b> ultrasonography. Polyhydramnios if detected is 
a poor prognostic sign 

The infant at birth gets respiratory distress with 
hypoplasia of ipsilateral lung and defective aera¬ 
tion of contralateral lung due to mediastinal shift. 
Abdomen remains scaphoid with presence of bowel 
sounds in the chest. X-ray chest reveals air filled 
loop of gut in chest. Patients with congenital dia¬ 


phragmatic hernia arc treated in tetiary care cen¬ 
ters, properly equipped with neonatal intensive care 
paediatric surgical expertise and resources for ex¬ 
tra coropral membrane oxygenation. Such patients 
need pre-operative preparation, operation treatment 
and post-operative care of respiration, circulation 
and nutrition. Pre-opcratively such patients should 
receive endotracheal intubation, PPV, RT suction, 
IV fluids and antibiotics. Once patient is stabilized 
with Pao, of 100 mm Hg, operative correction of 
the defect is attempted. Big defects might need use 
of a gorctcx patch. In a small capacity abdomen, 
intentional ventral hernia is created or a Dacron- 
rcinforccd silastic housing may be necessary. Post- 
opcrativcly the infant is monitored in neonatal, in¬ 
tensive care unit in a thermally neutral environment. 
The infant needs slow weaning from ventilator to 
avoid honeymoon phenomenon with sudden pulmo¬ 
nary’ hypertension. Patients with honeymoon phe¬ 
nomenon can be salvaged by extra corporeal mem¬ 
brane oxygenation ,4> . 

The patient discussed was an unusual case as 
she presented late with cough and dysphoca. The 
diagnosis of congenital diaphragmatic hernia was 
very difficult to make at this age but needs a suspi¬ 
cion in a case where patient fails to respond to con¬ 
ventional medical treatment as evidenced by the 
above cited case. 
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Cheiro-Oral Migraine 

An Unusual Presentation of Vascular Headache 

Parvaiz A. Shah-; Iff.* A. ,„ 7; 4:1 J3 

Society (1988)'. Her sensory disturbances >t wll 

as headache showed a dramatic response to 
Sumatriptan 50mg PO when administered at the 

onset of sensory symptoms. 

The frequency of headache decreased consid 

erable after patients was started on flunanzine in a 
daily dosage of lOmg at bed time. 


IO,r °Mi , gm?ne is a relatively common neurological 
disorder with a prevalence of 0.5% to 2 /o in t 
general population', sixty percent of 
migraine present with hcmicran.al headache and in 
about one-fourth of total migraneurs. headache is 
preceded by an aura 1 . The aura symptoms preced¬ 
ing an episode of migraine are either visual or so¬ 
matosensory in nature, somatosensory aura in the 
form of tingling sensation or numbness confined to 
tips lipf and tongue, although well known, 
are usually overlooked in clinical practice. 

A 2*2 year old lady presented to the Neurology 
Clinic of S.M H.S. Hospital with six years history 
of paroxysmal, alternating, hemicramal, throbbing 
headache which was quite often associated with nau¬ 
sea, vomiting and photophobia. Headache would 
invariably be preceded by a tingling sensation in¬ 
volving the finger-tips of both hands. Ups and 
tongue. The tingling sensation used to last for about 
15-20 minutes and was immediately followed by 
headache. Sometimes, patient used to have only 
aforementioned, sensory disturbances, which would 
get precipitated during oral contraceptive use. On 
an average, she would get 3 to 5 episodes of head¬ 
ache per month During all these years, patient had 
received anxiolytics and analgesics but of no avail. 
Most often, headache used to disappear during sleep. 
Her cranial CT scan as well as electroencephalo¬ 
graphy were unremarkable. Patients mother and one 
sister were also being treated for vascular headache. 
Patients fulfilled requisite criteria for “migraine 
with aura" as devised by International Headache 


Discussion . . 

As already mentioned, only 25% of migraineurs 

present with an aura. Aura symptoms in the form 
of tingling sensation involving finger tips of both 
hands, lips and tongue, although reported, is an 
uncommon occurrence in migraine with aura^Nor- 
mal neurological examination supplemented by un¬ 
remarkable neuroimaging, normal electroencephalo¬ 
graphy and a dramatic response of sensory symp¬ 
toms to Sumatriptan supports the contention that 
the sensory disturbances involving finger tips, lips 
and tongue constituted an aura symptoms of mi¬ 
graine. The parasthesias of migraine aura have a 
predilection for the face and hand, which has been 
attributed to the large representation of these parts 
of the body in the sensory cortex 4 . 
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Abdominal Pregnancy 
A Case Report 

Bilquees Jamila*; Saleema Akthar** 
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Introduction 

The incidence of abdominal pregnancy is in¬ 
fluenced by frequency of ectopic gestation in the 
population cared for, by the availability of care early 
in pregnancy and by the degree of suspicion of ec¬ 
topic pregnancy exercised by those providing care 
Abdominal pregnancy can follow dehiscence of scar 
in the uterus following classical cesarian section or 
laprotomy or myomectomy operation 

An incidence of abdominal pregnancy of 1 in 
3337 birth at Charity Hospital in Nc* Orleans was 
reported by Bcacham and Colleagues', compared to 
1 in 7931 births at Indiana University hospital, 
noted by Strafford and Bagan 2 . 

A difficult obstetric problem, one to which 
there is no completely effective answer, is the cx- 
trautcrinc pregnancy which prevents at an advanced 
stage. 

Case Report 

2X year female named Jamcela R/o Bundipora 
was admitted in Lalla Dcd Hospital on 1-7-1996. 
with presenting symptoms of nine months 
amenorrhea associated with labour pains as an 
unbooked case. Clinically patient looked grossly 
pale, B P was ll0/70mm Hg on admission. On 
physical examination abdomen was tender and un¬ 
duly enlarged. Fetus was in transverse position and 
fetal parts were superficially palpable under the 
abdominal wall P/V examination revealed long tu¬ 
bular cervix. Vaginal discharge was blood stained 
Investigation revealed Hb of 5 G% and blood group 
was 0*. Clinical diagnosis of rupture uterus was 
made which was supported by USG findings Only 
favorable feature was the presence of fetal heart 
sounds 

Patient gave history of previous preterm deliv ¬ 
ery of a dead fetus followed by curettage for retained 
placental bus. She had pucrpural sepsis. 

Patient was prepared for operation after arrang¬ 
ing blood and doing relevant investigation. Abdo¬ 
men was opened and a big sac was found occupying 
whole abdomen with haemorrhagic fluid (liquor) in 
it Incision was given in the sac and an alive fc- 
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Placenta and Sac (membranes) completely re¬ 
moved on surgery after removing the baby from it. 

male baby was delivered by breech. Baby weighed 
2 5 Kgs Problem started after the baby was deliv¬ 
ered Anatomy was completely distorted because of 
adhesions of sac with omentum, gut and parietal 
peritoneum To our good luck the placenta was com¬ 
pletely implanted on omentum. It could be removed 
completely by ligating and culling through blood 
vessels. Uterus was found in the pelvis slightly en¬ 
larged by the hormonal influence. Right tube and 
ovary was healthy whereas left tube and ovary were 
matted to each other by adhesions. This could have 
been the cause of abdominal pregnancy. After 
achieving hemostasis, drain was left and abdomen 
closed. Patient received 4 units of blood during op¬ 
eration and 2 units in post operative period. Patient 
developed ilius and fever. Both were managed suc¬ 
cessfully and patient left hospital with an alive 
healthy baby on fourteenth day. 
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DiscmiioD 

Abdominal pregnancy is a rare entity, Even in 

modern time mortality rate range from 2-10%° 
Problems which worry obstetricians are> 

a. At operation the great problem is whether or 
not to remove the placenta. Interference with 
it may lead to uncontrollable heamorrhage. If 
it- i& loft insitu, the mortality from abscess 
formation is high but it is usually the proce¬ 
dure of choice. It must be a matter for the judg¬ 
ment of the individual operator whether or not 
removal can safely be undertaken in any given 
case depending upon the accessibility for liga¬ 
tion of maternal vessels supplying the area. 
Methotrexate has been used in an attempt to 
inactivate trophoblast rapidly when the pla¬ 
centa has been left in position 4 and it has been 
suggested to be used before operation if the 
baby is known to be dead. 

b. Increased incidence of post operative compli¬ 
cations like paralytic ilius, sepsis abscesses, ad¬ 
hesions, intestinal obstruction and wound de¬ 
hiscence. These complications are encountered 
when unfortunately placenta is left in the ab¬ 
dominal cavity. 


c. Status of fetus in abdominal Pregnancy is ex¬ 
ceedingly precarious and consequently the 
great majority have succumbed. Bcacham co- 
workers' reported a perinatal loss of 95% in 
their series. Incidence of congenital abnormali¬ 
ties is as high as 50% (pressure malformations 
related to lack of protection provided by the 
uterus, obigohydramnios seem to be the rare 
in these case) 

Abdominal Pregnancy is still one of the most 
formidable of obstretic complication. Detection and 
eradication of ectopic pregnancies during the first 
trimestar continue to be the most effective means 
for avoiding these terrible risks. 
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Imaging Today (Guest Article) _ 

Abdominal Ultrasound for Clinicians 

M.P. Sharma*; A. Dhar** 

JK Practitioner 1997; 4:1 36-40 


In the last decade real time ultrasonography has 
become an invaluable diagnostic tool to the clini¬ 
cian confronted with an abdominal problem. It is a 
safe and convenient procedure with a high degree 
of accuracy in detecting significant anatomic 
abnormalities of the pancreas, live, biliary tree, peri¬ 
toneum and retroperitoneal spaces. Under Ultra¬ 
sound guidance, diagnostic and therapeutic proce¬ 
dures can be carried with greater accuracy. By Ul¬ 
trasound resolution of the order of 2-3 cm can be 
achieved allowing much clear differentiation be¬ 
tween cysts, abscesses or tumor masses’. 

Indications 

The indications for abdominal sonography arc:- 
I. Hepatic Disorders 

i) Acute and chronic hcpatitis/Cirrhosis. 

ii) Intra and extra hepatic cholestatic jaundice. 

iii) Differentiation of medical and surgical jaun¬ 
dice. 

iv) Differentiation between an abscess and a cyst. 

v) Differentiation between solid and cystic le¬ 
sion in the liver. 

vi) Detection of minimal ascites 

II Gallbladder and Biliary System Disorders 

i) Confirmation of the presence of gall stones in 
gall bladder or biliary tree. 

ii) Diagnosis of acute cholecystitis . 

iii) Carcinoma of the extra hepatic bile ducts and 
gall bladder. 

iv) Choledochal cysts 

III Pancreatic Disorders 

i) Diagnosis of acute pancreatitis 

ii) Detection of pscudocysts of pancreas 

iii) Diagnosis of pancreatic carcinoma 

iv) Chronic pancreatitis to evaluate the pancre¬ 
atic duct progress of calcification. 

IV. Retroperitoneal Disorders 
I) Differential diagnosis of enlarged abdominal 
lymph nodes. 

ii) Ultrasonically guided percutaneous puncture 
of organ lesions for cytological diagnosis. 
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Ultrasonic Imaging of Different Organs and Their 

Interpretation 

Liver- 

Thc normal liver parenchyma produces a soft 
echo pattern which is interspersed with bright ech¬ 
oes from internal vascular structures. The inferior 
vena cava, the aorta and the gall bladder may be 
used as reference cystic structures when interpret¬ 
ing cystic lesions of the liver*. 

Ultrasound is the best modality to differenti¬ 
ate a solid mass from a cystic mass. Cyst shows no 
internal echoes at normal gain setting, but the area 
behind the cyst wall shows echoes compared with 
adjacent tissue. Such increased transonicity is a 
pathognomonic sign that the mass is fluid filled. 

The reliability of differentiating a cystic mass 
from a solid lesion is approximately 95%. Solid 
masses differ from cysts in being echogcnic .with a 
small posterior wall with only few echoes beyond, 
because much sound has been absorbed by the mass. 
The use of high frequency transducers such as the 
3.5 or 5.0 MHz transducer may be helpful in re¬ 
solving the issue. The other differentiating features 
is the well-defined circular wall. Subphrcnic, or 
intra-hepatic abscesses can be detected by Ultra¬ 
sound’. Multiple abscesses smaller than 2 cm which 
were invisible on technetium (99 m) sulfur colloid 
and gallium 67 scintigrams have been defined on 
ultrasound. Abscesses share some of the accoustic 
characteristics of cysts but have irregularly defined 
border, and accoustic enhancement is present in ab- 
sccsscs. Ultrasonically, a sonoluccnt. well defined, 
irregular bordered structure with accoustic enhance¬ 
ment is compatible with an abscess. Subphcrnic 
abscesses lie between the liver and the diaphragm. 
Abscesses on the posterior diaphragmatic surface 
and just under the anterior costal margin arc ex¬ 
ceptionally difficult to define. 

Echinococcal cysts appear ancchoic though of¬ 
ten necrotic debris and internal septa may produce 
the picture of an echogcnic mass. Ring like pattern 
may be observed due to formation of daughter cysts 4 . 
The effect of chemotherapy on the lesion can be fol¬ 
lowed by serial ultrasound examinations. 

Tumors present variable echo patterns. Some 
arc easily identified as they are less cchogenic, oth- 

Received Oct. 1996 Accepted Nov. 1996 


36 


JK ~ Practitioner, Vol. 4 No. 1, Jan. - Mar. 1997 


ers arc difficult to differentiate from normal liver. 
Sometimes a neoplasm may simulate an or 

a cyst and the correct diagnosis can be achieved by 
ultrasound guided aspiration and cytology. Ultra¬ 
sound can also be used in screening patient for nc- 


patic mctastases\ . 4 . . 

Ultrasound is an important diagnostic tool in 

the investigation of patients with jaundice 6 - . The 
liver sonogram in patients with medical jaundice is 
normal while in cxtrahepatic obstruction, there is 
dilatation of the biliary system 7 *. The gall bladder, 
cystic duct, common bile duct and branching 
intrahepatic biliary ducts can be enlarged depend¬ 
ing on the site and severity of obstruction. The com¬ 
mon bile duct and hepatic artery lie anterior to por¬ 
tal vein. Ascites can be diagnosed without any dif¬ 
ficulty as a volume as small as 100 ml can be dem¬ 
onstrated by ultrasound and fluid could be aspirated 
under ultrasound control. 


Ultrasound in Obstructive Jaundice 

Ultrasonography has become the first investi¬ 
gation of choice in the diagnosis and treatment plan¬ 
ning of obstructive jaundice. It provide information 
regarding - (a) the nature of cholestasis i.c. 
intrahepatic or exlrahcpatic cholestasis, (b) the site 
of obstruction. It has a sensitivity of 90-98% and a 
specificity of > 90%. to establish bile duct obstruc¬ 
tion. 

Normal Sonographic Anatomy- 

The major intrahepatic bile ducts are < 2 mm 
in diameter, the common hepatic duct < 4 mm and 
the common bile duct <6 mm in real time 
sonography, unless dilated. 

Nature of Cholestasis- 

Common causes of intrahepatic cholestasis 
such as acute viral hepatitis or drug induced hepa¬ 
titis do not produce dilatation of intrahepatic bil¬ 
iary radicles. On the other hand some cxtrahepatic 
conditions may not produce dilatation of 
intrahepatic radicles (Table 1). Most conditions 
causing cxtrahepatic obstruction invariably produce 
dilatation of intrahepatic radicles. 

In about 30% of cases, biliary obstruction may 
manifest only as cxtrahepatic dilatation of the bile 
duct without intrahepatic dilatation. This may be 
due to intermittent obstruction, partial obstruction 
or early in the course of the disease. Intrahepatic 
biliary radicles also fail to dilate when they are non 
compliant due to fibrosis (e g. sclerosing 
cholangitis) or the hepatic parenchyma has cirrho¬ 
sis. 

Site of obstruction- 

Sonography has a 70 - 75% accuracy in delin- 


Table 1. Cause* of Chole*tatls Jaundice 

A. Normal intrahepatic biliary radicles 

i) Hepatocellular - Viral hepatitis 

Alcoholic hepatitis 
Drug induced hepatitis 

ii) Biliary - Primary biliary cirrhosis 

Sclerosing cholangitis 
Choledocholithiasis 

B. Dilated intrhcpatic biliary radicles 

i) Benign - Choledocholithiasis 

Choledochal cyst 
Biliary Stricture 

ii) Malignant - Carcinoma gall bladder 

Carcinoma pancreas 
Periampullary carcinoma 
Cholangiocarcinoma 
Hepatocellular carcinoma 

eating the site of obstruction into two major sites • 
“high block" at the porta hepatis and ‘low block" 
is the presence of a distended gall bladder with a 
hypoechoic common bile duct adjacent to the neck 
of the gall bladder (except in post cholecystectomy 
cases and when the gallbladder is contracted). In 
cases of high block the CBD cannot be traced upon 
the head of pancreas. 

In cases of high block it is also important to 
determine whether the left and right ductal systems 
are communicating or isolated. This information 
helps to plan the type of stunting to be carried out 
to relieve the obstruction. 

In a study of 246 patients of obstructive jaun¬ 
dice at the AIIMS, 40% had high block and 60% 
had low block of the CBD*. 

Etiology of Obstruction- 

The commonest cause of obstructive jaundice 
in our experience and from other parts of the coun¬ 
try is carcinoma of the gall bladder, followed by 
carcinoma of the pancreatic head and ampullary 
carcinoma. Of 246 patients analysed at the AIIMS. 
carcinoma of the head of pancreas was found in 35. 
4% ; carcinoma gall bladder in 24.8%. ampullary 
carcinoma in 11.4% and cholangiocarcinoma in 
4.9% of the benign causes choledocholithiasis ac¬ 
counted for 21.9% followed by benign strictures in 
11 . 8 %. 

Various appearances of carcinoma of the gall¬ 
bladder seen are - mass replacing the entire gall¬ 
bladder (47.8%), polypoidal lesion within the lu¬ 
men (36.8%), mass in the gallbladder fossa (12.7%). 
focal wall thickening (4.5%). 80.6% patients have 
associated gallstones. 
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Sonography in Portal Hypertension 

Ultrasound has become one of the most impor¬ 
tant tools in the diagnosis of the presence of portal 
hypertension, the site of resistance, the etiology and 
the presence patency of shunts. The increase in re¬ 
sistance to the flow of blood leads to dilation of the 
portal, splenic and superior mesenteric veins and 
the development of collaterals. This may also lead 
to the opening up of closed cmbyonic channels that 
communicate with the systemic venous system e g 
umblican vein, and splcnoadrcnorenal vein. 

A portal vein diameter of more than 15 ram 
almost always indicates portal hypertension, but 
values less than this do not mean that portal hyper- 
• tension is absent’. Dilatation of the splenic or su¬ 
perior mesenteric vein more than 10 m during in¬ 
spiration is more sensitive but less specific for por¬ 
tal hypertension 10 . If the aim of the diameters of the 
splenic and superior mesenteric veins exceeds 18 
mm in expiration, distension of the portal vein is 
another feature seen in > 90% of patients of portal 
hypertension. 

Portosplenic collatcrals- 

Thcsc arc seen in 88% patients; the left gas¬ 
tric vein is the commonest collateral identified 
sonographically. and measures > 4 mm in diameter. 
It is recognised as a tubular structure in the sagittal 
section cutting a plane through the splenic vein at 
its junction with the portal vein and the gastroe¬ 
sophageal junction. It is also the single most de¬ 
pendable sonographic finding in portal hyperten¬ 
sion. and correlates to the size of esophageal va¬ 
rices. 

Large tortuous collaterals may also be seen at 
ihc gastroesophageal junction, and at splenic hilum. 
A dilated umbilican vein > 4 mm arising from the 
left portal vein, and is actually a patent 
paraumbilical vein and not a recanalised umbilical 
vein. It is identified by its relation to the round liga¬ 
ment of the liver. Omental collaterals supplement 
the diagnosis of portal hypertension, and predict 
esophageal varices in 93% cases. 

Etiology of protal Hypertcnsion- 

1. Features suggestive of cirrhosis include :- 

- irregular surface of liver 

- coarse echotcxture of the liver parenchyma 

- ratio of caudate lobe to right lobe > 0.65 
rounded left hepatic angle 

- irregularity of hepatic and portal venous 
walls within the liver 

2. Features suggestive of NCPF:- 

- portal vein > 18mm 

- thick, sclerotic walls of portal veins 

- liver parenchyma appears normal 


3. Features suggestive of cxtrahepatic block:- 

- Echogcnic thrombus in the splenoportal axis 

- Presence of bridging periportal collaterals 

4. Features suggesting of Budd Chiari Syndromc:- 

absent or reduced size of hepatic veins 

- inability to trace the hepatic veins into the 
inferior vena cava 

- presence of intrahepatic comma or scissor 
shaped collaterals 

- narrowing or obstruction in the inferior 
vena cava with proximal dilatation 

. - uniphasic or absent hepatic venous dopplcr 
signals. 

Gall Bladder 

This organ is visualized by subcostal or an in¬ 
tercostal approach. Gall stones produce hypcrchoic 
shadow with an accoustic shadowing. Ultrasound 
can detect gall stone as small as 3 mm in diameter, 
within the gall bladder. 

The diagnostic accuracy of ultrasound in the 
detection of gall stones is around 95-99%"- , \ Ul¬ 
trasound in most centres is now the investigation 
of choice for gall stone disease. The significance of 
sludge (echoes, which move within the gall bladder 
without definitive evidence of stones) is important 
in cases of idiopathic pancreatitis. 

Recent evidence suggests that ultrasound is also 
useful in patients with acute cholecystitis 14 - 15 . The 
ultrasound criteria for diagnosing cholecystitis have 
been the presence of gall stones thickened wall of 
the gall bladder, presence or absence of sludge and 
localisation of maximal tenderness in the gall blad¬ 
der fossa' 4 ' 18 ( sonographic Murphy’s sign). 

Carcinoma of gall bladder can be diagnosed by 
the presence of a mass inside the lumen of gall blad¬ 
der with no accoustic shadowing. Sometimes the gall 
bladder may be completely replaced by mass of 
mixed echogenic area. Carcinoma of gall bladder is 
mostly associated with obstructive jaundice with 
marked intrahepatic bile duct dilatation and a block 
at porta hepatis. 

Carcinoma of the cxtrahepatic bile ducts usu¬ 
ally presents as a small lesion which obstructs bile 
flow and causes dilatation to the biliary system 
proximal to the lesion. The diagnosis of choledochal 
cyst is easily made by ultrasound. It is seen as a 
sonoluccnt lesion in the right upper quadrant sepa¬ 
rate from the gall bladder. The cyst usually involves 
the common bile duct, but it may also involve the 
right or left hepatic duct. Following decompression 
of the choledochal cyst by cholcdochoduodcnostomy 
ultrasound is a convenient way of following resolu¬ 
tion of the cyst. 
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Gallbladder changes in Acute Hepatitis E.- 

In a recent study of acute hepatitis E in 5 1 pa¬ 
tients. the gallbladder wall was found to be mark¬ 
edly thickened in all patients -56.9% patients 
showed a wall thickness of around 6-8 mm while 
43.1% showed a markedly thickened wall (10-1 2 
mm ). 59% patients had a sonographically positive 
murphy’s sign. These changes were similar to acute 
cholecystitis and resolved spontaneously within 6 
weeks in all patients as the hepatitis improved” 

Spleen 

The spleen produces a soft lacy echo pattern 
throughout the parenchyma. The capsule of the 
spleen being very thin normally provides only a 
clearly defined margin or wall. Small subcapsular 
hacmatomas arc difficult to diagnose by ultrasound 
and are probably better imaged by isotope method 
CT. Large subcapsular hacmatomas are clearly 
visualised as echo free areas separated from the re¬ 
mainder of the spleen by an accoustic surface. Infil¬ 
trative malignancies of spleen, lymphoma and 
leukaemia produce well defined relatively echo free 
areas. Isotope scans do not differentiate between 
cysts, abscesses and tumor of the spleen while ul¬ 
trasound offers differentiation of these lesions. 

Pancreas 

The pancreas lies in the angle between the 
lower margin of the liver and anterior margin of 
the aorta and inferior vena cava. The anatomical 
land mark for the identification of the pancreas is 
the splenic vein. Near the midlinc the splenic vein 
is 1 to 2 cm anterior to the aorta and immediately 
posterior to the pancreas 20 . The tail of the pancreas 
can be difficult to demonstrate completely as it lies 
behind the body of the stomach. In acute 
pancreatitis, the pancreas becomes oedematous and 
swollen and it becomes larger and more homogenous 
than normal. On ultrasound it looks hypocchoic and 
splenic and portal veins, cannot be identified as 
separate structure 2 '. 

Pancreatic pseudocysts may be intra or extra 
pancreatic midlinc. They arc unilocular, echofree, 
sharply defined, or ellipsoidal with smooth walls. 
Pseudocyst arising from the tail of the pancreas lies 
immediately anterior to the left kidney. In these 
cases a scan performed from the back is more help¬ 
ful than the routine anterior views. Pancreatic car¬ 
cinoma appears as a relatively hypocchoic localised 
mass with few internal echoes. The outline of the 
mass is often indistinct and may be lobulated. A 
normal pancreatic echogram does not exclude the 
presence of carcinoma as the lesion may be too dif¬ 


fuse or loo small to be recognised. The smallest 
tumor recognised is about 2 cm in diameter. Diag¬ 
nostic accuracy of ultrasound in the diagnosis of car¬ 
cinoma has been reported to be around 85%. Pan¬ 
creatic carcinoma may closely resemble chronic 
pancreatitis but it is more localised and greater at¬ 
tenuation of the sound beam is seen with carcinoma 
of the head of the pancreas causes biliary obstruc¬ 
tion and in these cases, evidence of dilated 
intrahepatic biliary radicles, distended gall bladder 
and dilated common bile duct with a block at the 
lower end is also seen. The head of the pancreas 
will show presence of a hypechoic lesion 22 . 

In patients with chronic pancreatitis, the pan¬ 
creas may be diffusely enlarged and almost echo 
free, even when the patient is asymptomatic. 
Chronic pancreatitis may also manifest as pancre¬ 
atic swelling with scattered echoes, an appearance, 
confusingly similar to that of pancreatic carcinoma, 
but generally more diffuse. Chronic pancreatitis may 
also show multiple fluid collection within the sub¬ 
stance of the pancreas. In some cases, pancreatic 
calcification may be seen, and there may be evidence 
of dilatation and obstruction of the main pancre¬ 
atic duct” 

Differential diagnosis of enlarged abdominal 
lymphnodes 

A fair percentage of abdominal lymphnode en¬ 
largement occurs parallel to the abdominal aorta 
thus raising the possibility of confusion in differ¬ 
ential diagnosis usually does not present a problem. 
Occasionally, lesions echographically diagnosed as 
cystic turn out to be lymphoma nodes. This highly 
transonic nature of lymphoma nodes needs to be kept 
in mind during interpretation. 
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Hospitals Today 


Risks of HIV Infection in the Health Care Setting 

cimwkAt Kadla*; 


A long standing risk of acquiring blood borne 
pathogens, most notably hepatitis B. from occupa¬ 
tional exposures, has been observed in Health Care 
workers, with the identification of HIV infection and 
disease, the issue of exposure to blood borne patho¬ 
gens has intensified The risk of HIV infection in 
Health care workers, who arc exposed to blood and 
body fluids is measurably low. 

(A) Transmission to the Health Care Workers 

The risk of occupational acquisition of HIV in¬ 
fection (i.c. infection with HIV directly as a result 
of exposure to infected patient material ) has been 
prospectively studied in multicenter trials of more 
than 3000 Health care workers, most of whom have 
been exposed to HIV and who were subsequently 
tested for evidence of HIV seroconversion. Based 
on the number of seroconversions associated with 
percutaneous exposure the risk has been estimated 
to be 0.32% per needle stick injury 1 \ The risk is 
very low (approximately 0.09%)*, following mucous 
membrane exposure to infective material compara¬ 
tively. The risk is very high after needle stick in¬ 
jury or parenteral injury which result in direct in¬ 
oculation of infected material. 

HIV infection in health care workers mostly in¬ 
volves nurses, laboratory technicians, surgeons and 
sometimes physicians, housekeepers, morque tech¬ 
nicians and non-nursing attendant. Most of them 
get infected by needle pricks (especially wide bore 
ones). Skin infected patients, also play part in in¬ 
fection. Besides misapparent parenteral exposures 
caused by significant exposure to blood through non¬ 
intack skin or mucous membrane inoculation ac¬ 
count for a small number of seroconversions. HIV 
infection also has resulted from exposure to con¬ 
centrated virus during laboratory accidents. 

Observational studies in surgery have suggested 
rates of exposure to blood that vary from 6 to 50% 
and rates of direct injury from sharp instruments 
that range from 1.3 to 15.4% 4 * 7 . Factors associated 
with increased risk of HIV among surgeons include 
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the type of procedure eg abdominal or P e!v * c i f ur ' 
eical procedure with extensive blood loss and blind 
procedures (operating without direct visualization 
of hands rather than instruments to hold material 
for suturing. In the case of needle stick juries, HIV 
infection is most likely when the health care worker 
comes into contact with the needle after it has been 
used and before it is disposed of. Recapping needles 
is the single most commons but avoidable hazard. 

There are other factors which have profound 
effect on the risk of HIV infection in health care 
workers. These factors include (1) the volume of 
inoculum. 2) the quantity of virus, 3) depth of pen¬ 
etration, 4) type and size of needle (the risk is con¬ 
siderably greater with hollow-bore needles) and the 
actual infection of blood For mucocutaneous expo¬ 
sure, large volumes of blood, prolonged duration of 
contact and a portal of entry appear to be common 
denominators in those few individuals who have 
become infected with HIV after non-parentcral ex¬ 
posure to blood or body fluids. In addition, the stage 
of infection of the source patient, circulating titers 
of HIV and the relative immunity of the health care 
workers all probably have an impact on the risk of 
acquiring HIV after needle stick injuries. 

A point that here deserves to be mentioned is 
that cutaneous exposure of blood to normal intact 
skin has not been associated with HIV infection. Nor 
does close personal contact in circumstances of nor¬ 
mal personal hygiene pose any risk. In addition, it 
has been proved that no occupational HIV infection 
has been reported following exposure to aerosols or 
airborne droplets. 

HIV from aerosols has caused undue alarm 
among health care workers (e g dentists, patholo¬ 
gists. laboratory' workers and surgeons) exposed to 
aerosols. Data from several studies confirm lack of 
aerosol transmission. A study of dentists showed no 
evidence of excess HIV infection, even in areas of 
the country with a high HIV prevalence, frequent 
and extensive exposure to blood and body' fluid aero¬ 
sols generated by high speed drilling'. 

Prevention of HIV infection in Health Care workers 

Prevention of HIV infection in Health care 
workers is achieved by minimizing or eliminating 
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occupational exposure to infective materials (espe¬ 
cially blood products). This is done by encouraging 
use of engineering and work practice controls and 
through training and medical surveillance, label¬ 
ing of hazardous material, universal precautions for 
infection control, the development and use of writ¬ 
ten exposure control plans and postexposurc evalu¬ 
ation and testing. In USA all these measures are 
federally mandated and regulated by occupational 
safety and Health Agency (OSHA) of the US depart¬ 
ment of Labor. 

The OSHA regulation lead the institutions to 
adopt the practice of body substance isolation (BSI), 
an isolation system that acknowledges that all body 
fluids from all patients potentially contain bacteria 
and viruses potentially transmittable to health care 
workers and other patients. Promoters of BSI advo¬ 
cate the use of barrier precautions such as gloves, 
gowns, masks and eye wear to avoid direct contact 
with infections material of the patients. BSI focuses 
attention mostly on blood of infected patients. How¬ 
ever. CSF. semen, amniotic fluid and bloody body 
fluids should be considered high risk as well. In 
contrast, saliva, tears and urine have little to no 
measurable virus and occupational exposure to these 
body fluids carries little risk of occupational HIV 
infection. 

Prevention of needle stick and sharp injuries 
would result in the greatest decreases in the risk of 


occupational HIV infection. Needles should not be 
recapped or bent when removed. If they must be re¬ 
capped, a one handed technique should be used and 
the needles should be disposed of in impenetrable 
containers Use of vinyl or latex gloves decreases 
the risk of transmission of HIV by decreasing the 
amount of blood that reaches the health care worker 
by 50%*. In order to reduce the risk of intraoperative 
injuries, surgeons should avoid manual palpation 
for sharps (which should be passed on a tray, never 
from hand to hand) and only the surgeons hands 
should be in the operative field. 

Preventive measures have also led to the de¬ 
velopment of a variety of devices designed to de¬ 
crease the risk of exposure. However, only few clini¬ 
cal trials have been conducted to assess the effec¬ 
tiveness of these devices in terms of case of use and 
ability to truly decrease exposure. These devices 
undoubtfully increase expense. 

Management of exposure 

The new OSHA regulation require hospitals 
and health care facilities to have a policy for the 
management of HIV exposure. Such a plan is out¬ 
lined in Table-I and includes pre-exposure training, 
immediate post exposure care, post-exposure coun¬ 
seling and long term care of the exposed’. 

The exposed worker should be informed about 
the manifestations of acute retroviral infection. 


Tabic I Program for management of occupational Exposure to HIV 


Prc exposure 
training 

Education of 
hospital stafT 
about preven¬ 
tion measures 


Immediate 
post-exposure Care 

Reporting of ex¬ 
posure 

Risk assessment 
a) Type of exposure 
e g needle-stick. 


Post-exposure 

Counselling 


Confidentiality 

assurance 

Safe sex advice 


Annual retrain¬ 
ing of hospital 
staff. 


or mucus membrane 

exposure, intact Psychological 

skin etc. Support 

b) Type of fluid 

c) Volume of infective material 

d) Miscellaneous factors like size 

and type of needle used i.e., whether 
suture, hollowborc needle, a scalpel, 
the depth of or puncture etc. 

Baseline serology for HIV, Hepatitis B 
and C. 

Follow up HIV testing at six weeks, 
three months and six months 
Antiretroviral prophylaxis (optional) 


Long term 
Management 


Clinical monitor¬ 
ing for symptoms 
or side effects 
of prophylaxis 


Serial serology 
for 6-12 months 
Psychological 
support. 
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Which mimics a mononucleosis like syndrome and 
may include fever, sore throat, lymphadenopathy, 

rash or aseptic meningitis 10 . 

Antiretroviral proplylaxis, has been used but 
its valve in preventing HIV infection among health 
care workers remains unknown 10 . The most com¬ 
monly used prophylatic anti-retroviral drug is 
zidovudine. The benefit of such a therapy is yet to 
be assessed. If zidovudine is going to be adminis¬ 
tered. it should be given as soon as possible follow¬ 
ing exposure. Preferably within minutes to hours. 
There is probably no reason to initiate zidovudine 
more than six hours after exposure Prophylatic dos¬ 
age regimens range from 102gms/day for two to six 

weeks. 


B) Transmission to patients in the Health Care setting 

Only one instance of nosocomial transmission 
of HIV from an infected health care worker to his 
patient has be documented. The health care worker 
was a dentist 11 ' 1 *. Among health care workers sur¬ 
geons. obstetricians, dentists, dental students, phy¬ 
sicians and medical students, form the important 
group which can transmit infection to patients. The 
risk of transmission of HIV from an infected sur¬ 
geon to a patient as a result of a percutaneous in¬ 
jury ranges from 1:42.000 to 1:420,000” The 
transmission of HIV from health care worker to 
patient can result from 1) improperly sterilized 
needles 2) inadvertent injection of blood from prior 
patients 14 . 

Patients exposed to the blood of an injection 
health care worker should be managed with same 
standard care as health care workers exposed to 
patients blood. 
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A Hearing Aid is a small handy machine which 
helps one hear better. The machines makes the 
sounds around him louder - loud enough for him to 
hear. Yes, the hearing aid is actually a miniature 
loudspeaker system. It has a microphone which is 
in the box, an amplifier which is also in the box, 
and the loudspeaker which is put in the ear. 

When a person is hard of hearing, i.c., when 
he cannot hear as well as the other, a hearing aid 
prevents the following inconveniences- 
Cupped ha nds: 

He docs not have to put his hand behind his 
car to hear better. 

The hearing aid collects the sound and trans- 
mit$ it to the ear loudly. 

Turning the radio up: 

He does not have to play to his radio very 
loudly. 

The hearing aid makes the conversation au¬ 
dible. 

Shouting friends: 

His friends, do not have to shout to him to be 
understood. 

The hearing aid shouts for you. 

Being left out: 

He will not ffcel left out of a group of friends 
chatting away about something interesting -may be 
himself. 

The hearing aid keeps him in the conversation. 
Misunderstandings: 

No misunderstanding will come up between 
him and his friends or home people because of a 
breakdown in communication. 

The hearing aid keeps the links together. 

Yes. a hearing aid puts one with defective hear¬ 
ing back in to the world of sound. 

It is designed so that it collects the sound en¬ 
ergy in the air effectively, that it prevents scatter¬ 
ing of the sound during transmission to the car. and 
provides additional energy to make the sound 
louder. 

However, it. must be remembered that a hear¬ 
ing aid has no curative effect. 

When a person wears a hearing aid his hear¬ 
ing will not be improved. What happens is that he 
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learns to make the best use of residual hearing. 

Selection of a Hearing aid 

Who should wear a hearing aid ? 

Everyone with a hearing loss-the young and the 
old. the hard of hearing and the severely deaf and 
the men and the womcn-cveryone should wear a 
hearing aid. Of course the benefits derived from the 
hearing aid differ from individual to individual but 
almost everyone will reap the benefits from an aid. 
There are a few types of hearing losses where a hear¬ 
ing aid is not recommended. However the decision 
should be left to an Audiologist or an 
Otolaryngologist (E.N.T. Surgeon). Different types 
of hearing aids arc indicated in different types of 
hearing problems. The selection of the type of the 
hearing aid most useful to any particular individual 
should be left to the Audiologist or the 
Otolaryngologist. 

Have your child or yourself examined by an 
otolary ngologist and Audiologist when you suspect 
a hearing problem. Generally, a hearing loss severe 
enough to be noticed by the parents and friends is 
severe enough to be examined by a specialist. 

1. They will examine your cars and measure the 
amount of hearing left. Nobody is completely 
deaf or stone deaf. Even the severely handi¬ 
capped will have some hearing left. 

2. The specialist will test your hearing and find 
out how much is left in your case. 

3. He will also find out the cause of your hear¬ 
ing loss and the kind of hearing loss you have. 

4. He will then decide whether or not your hear¬ 
ing problem can be corrected by medicine or 
surgery. Some problem can be cured but there 
are some where cures have not yet been found 
though research is going on. 

5. When the specialist finds that your problem 
is beyond care by present day medical knowl¬ 
edge he will recommend whether or not you 
must use an aid. 

6. He will also prescribe the right hearing aid 
for you. When this selection is done he will 
take into consideration the following factors: 

- The degree of your loss; 

- The type of loss; 

_ - The pow er a nd the range of the hearing aid 

Received Aug. 1996 Accepted Dec. 1996 


44 


JK ~ Practitioner, Vol. 4 No. 1, Jan. - Mar. 1997 


you would benefit the most from; 

- Whether the aid is to be fitted in one ear or 

both ears; 

- If both cars should you have one aid tor 
both the ears or have, in effect, two aids 
for the two cars. 

- The quality of the aid; 

- The availability of repair facilities; 

- And lastly the cosmetic value of the type of 
aid. 

7. The specialist will also suggest where you can 
get the aid. 

8. The Audiologist will also recommend that 
you buy your hearing aid on a 'trail* basis, if 
he has several models of hearing aids he will 
try you on several of them and then suggest 
you purchase one. 

9. He will also guide you in the use of the hear¬ 
ing aid for your maximum benefit. 

10. He may. when, he finds it necessary in the case 
of a child, suggest good schools for the deaf 
or good speech and hearing centres where the 
child can get further rehabilitation services. 
So you see, you cannot buy a hearing aid on 
your own. 

YOU MUST CONSULT THE OTOLARYN¬ 
GOLOGIST AND THE AUDIOLOGIST. 

You should not purchase a hearing aid on your 
whims. An inexpensive aid may not be useful to 
you. nor is there a guarantee that very expensive 
and beautiful aids are suitable to all types of cars. 
The suitability of the aid is the prime consideration 
and that can be determined only by the specialist. 

Another word of caution here is relevant. Be¬ 
ware of the itinerant hearing aid salesman and fancy 
advertisements with slick promises. Do not buy from 
unrecognized agents or companies. Have the spe¬ 
cialist check the effectiveness of the hearing aid you 
buy. 

Till recently we had to import all our hearing 
aids. Now good hearing aids are being manufactured 
and assembled in India, and they arc not very ex¬ 
pensive. 

There are several types of hearing aids avail¬ 
able in the market. 

1. The most common aid is the small box type 
with a cord leading to the car-mould which 
is inserted into the ear. These hearing aids 
are light and compact- you can hold one eas¬ 
ily in the palm of your hand. They are worn 
on the chest or in a front pocket with as little 
clothing covering it as possible. You can get 
this with one cord leading to one ear or two 
cords, one for each car. 


2. The bone conduction aid is the same as the 
box type except in that instead of an car- 
mould to be inserted in the ear there is a 
bone vibrator which is placed on the bone of 
the head generally right behind the ear. 

3. The ‘spectacles' type where the hearing aid 
is completely built into the frame of the spec¬ 
tacles. A short cord connects the receiver to 
the frame. A person wearing this seems to be 
wearing only a pair of glasses. 

4 The behind' the ear' type where the hearing 
aid is compactly assembled into a tiny device. 
The device hooks on to the car and lies hid¬ 
den behind the ear. A short cord leads to an 
car-mould in the car. 

5. The ‘invisible’ or within the ear canal - It is 
very small hearing aid built by Micro-tech¬ 
nology and remains completely inside the ear 
canal. 

When should the hearing aid be worn ? 

Always; and beginning as soon as a specialist 
has recommended a hearing aid. 

Many times adults ignore mild hearing losses 
even when an Otolaryngologist has diagnosed a pro¬ 
gressive loss and had recommended a hearing aid. 
Later on when the hearing loss gets worse they un¬ 
willing go for an aid. It is known that such people 
as have delayed the use of an aid usually find ac¬ 
ceptance of the amplified sound difficult and some¬ 
times even impossible. Those who begin to use an 
aid in the early stages of impairment, soon after 
communication becomes difficult arc usually able 
to continue using amplification even if a greater loss 
occurs. 

The importance of using a hearing aid early is 
all the greater in children with hearing losses Chil¬ 
dren arc on the early fringes of their total educa¬ 
tion and life and it will be completely ineffective if 
the child docs not use a hearing aid when he needs 
it. Pause for a second to think of the great amount 
of sound impinging on us. the amount of informa¬ 
tion we gather through our cars. Actually as chil¬ 
dren we picked up our basic tool for communica¬ 
tion by hearing it spoken around us Think for a 
moment what our world would be if we did not have 
a language If you have ever been in a city where 
every body spoke a language that you did not under¬ 
stand you can appreciate the severity of the diffi¬ 
culty involved If a child cannot hear the language 
If he docs not hear the sounds around him. his world 
docs become very limited It is to see that we do not 
push our children into such a limited world that we 
recommend putting a hearing aid on them as early 
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as possible. 

There was a lime when people could not ad¬ 
equately test the hearing of little children. But now 
there arc methods to test the hearing of even in¬ 
fants. The modern educators advocate the use of 
hearing aids even on infants, as soon as a hearing 


loss is detected. 

The sooner a child begins to use a hearings aid 
the better will he be able to interpret the sounds 
falling on his ears. The earlier he begins to inter¬ 
pret the sounds the better will he be ready for a full 
profitable education. 


Hair Cosmetics in Practice 


Sheikh Manzoor*; 

Hair has no vestige of vital functions in man. 
vet its psychological functions seem immeasurable. 
If the inevitability of scalp, baldness makes it re¬ 
luctantly tolerable to genetically disposed men. in 
women, loss of hair from the scalp is no less dis¬ 
tressing than growth of body or facial hair in ex¬ 
cess of the culturally acceptable amount. 

Women and men have been concerned about 
their hair and sought to modify it by grooming 
colouring, cutting and wigs. There arc references 
in Egyptian papyruscs to the importance of arrang¬ 
ing the hair prior to seduction 

Twentieth century women has continued this 
concern at modifying her appearance by cosmetic 
preparations and no where is this concern more 
strongly manifest than in connection with the hair; 
no doubt a measure of its psychological and sexual 
importance. The productions of shampoos, dyes, 
waving and other hair applications has become big 
business in every western country. Science has ben¬ 
efited enormously from this industry since many of 
the advances have come from cosmetic science labo¬ 
ratories 

Following arc the main cosmetic procedures 
used in modification of hair. 

S hampoos: In modern terms a shampoo may be de¬ 
fined as a suitable detergent for washing hair, that 
leaves the hair in good condition Originally, sham¬ 
poos were used solely for cleansing hair but their 
range of function has extended in recent years to 
include conditioning and the treatment of some hair 
and scalp diseases. 

In principle, to wash hair a shampoo must re¬ 
move grease since it is the latter which attracts dirt 
and other particulate matter The polar group of a 
detergent achieves this by displacing oil from the 
hair surface. The evaluation of shampoo detergency 


•MD; * * St BBS 

Govt. SMHS Hospital Srinagar 

Coresspondence: Sheikh Manioor Ahmad 

C/o Room 43. Doctors Hostel SMHS Hospital sgr. 


Shugufta Parveen** 

JK Practitioner 1997; 4:1 46-51 

is difficult and complicated. The consumer tends to 
equate detergency with foaming: in western society 
few shampoos sell unless they possess good foam¬ 
ing power. In the evaluation of detergents as sham¬ 
poos no single criterion can be used, though instru¬ 
mental; methods have been devised. Efficacy can 
be based only on the subjective impression of the 
consumer. The factors taken into consideration in¬ 
clude :- 

-ease of distribution of shampoo over the hair 
-lathering power 

-ease of rinsing, and combing of wet hair 
-lustre of hair 
-speed of drying 
-ease of combing and setting 
Shampoo formulations: These vary enormously but 
the basic ingredients can be resolved into a few 
groups, water, detergent and some fatty material. 
Soap shampoos are made from vegetable or animal 
fats and remove dirt and grease as efficiently as 
detergents, however a serum forms with hard water 
and the trend has therefore been increasingly to¬ 
wards the detergents as the principal washing in¬ 
gredients. Detergents are synthetic petroleum prod¬ 
ucts and form no hard water scrum. 

Shampoos contain:- 

- principal surfactants for detergency and foam¬ 
ing power 

-secondary surfactants to improve and condi¬ 
tion hair 

-and additives which both complete the for¬ 
mulation and add special effects. 

Whatever the claims of some manufacturers, 
most special; additives add up down the sink. 

In general, cosmetic shampoos can be dry (pow¬ 
der types), liquid, solid cream, aerosol or oily. An¬ 
tidandruff, mediated and scalp treatment shampoos 
contain antiseptics and active agents such as coal 
and wood. Tar fractions clean liquid, shampoos are 
the most popular, including cleansing types, sold 
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fo, treating greasy hair, and cosmetic types having 
goodcondUioning action and popular among women 
with dry or normal hair. 

Chamnoo safety: Shampoos obviously must be non- 
tox!c!*amiM concentrations used by the consumer 

irritate neither skin nor cyesNewshampooform 

lations are tested exhaustively prior to marketing 
particularly to assess their propensity to cause eye 

irritation, scarring and corne^opacities S^n irn- 
Ution is not usually encountered from shampoos t 

have low irritancy potential. . , , .. 

Conditioners: Dry hair lacks gloss and lustre and is 
difficult to style. This results from natural weath¬ 
ering and is worsened by the chemical and physical 

processes applied to hair. 

Conditioners compromise fatty acids and alco¬ 
hol; natural triglycerides, e g. almond, avocado, 
corn and olive oil; waxes e g. becswa\, jorbba oil. 
mink oil. lanolin, phospholipids e g. egg yolk and 
soya bean, vitamin A, B & E, protein hydrolysates 
of silk, collagen, keratin (horn and hofT). gelatin 
and other proteins and cationic polymers. Condi¬ 
tioners are. available in a variety of forms and arc 
widely used. They provide lubrication and gloss and 
render the hair easier to comb and style. The most 
commonly used are creams and emubious applied 
for a few minutes after crashing and then rinsed off. 
Deep conditioners are left for up to 30 minutes, af¬ 
ter with damp heat. Fluids, gels and aerosols foams 
have become popular recently and aid styling. Hair 
oils are traditional conditioners. Men use brillian- 
tines, greases or oils to leave the hair glossy and 
sleek. 

Cometic hair colouring: Since the days of the 
pharoos, women in particular have used hair dyes 
both to hide grey hair and for the reasons of fash¬ 
ion. The later uses has increased enormously dur¬ 
ing the past 50 years and now men are using hair 
dyes. 


The penetration of dyes into hair depends on 
molecular size and the aqueous swelling of the hair 
at the time of application of the dyes; basicity of 
the dye is also important. The most successful dyes 
are relatively small molecules. 

Excluding bleaches; hair colouring materials 
can be divided into three groups :- 
-Vegetable 
-Metallic 

-Synthetic organic dyes 


1) The vegetable dyes 

Henna may be used to give reddish auburn 
shades. It is obtained from shrubs found in North 
Africa and the Middle East-Lassonia alba. L. 


Sninosa and L. Incrmis The dye is produced from 
dned leaves which are removed before the plant 
flowers The active principle is an acid c 
naphthoquinone (Lawsonc), it is still to ou 
some hair rinses Traditionally, it ,s aPP' 1 ^^ a 
thick paste pack, which is left in s.tu for 5-60'min¬ 
utes.'The effects last for upon 10 weeks This pro¬ 
cess is non-toxic but messy, and fingernails may 
become stained. Henna rinses are mixture of henna 
__ J _rA/l anHiciA leaves that Droduce blue black 


Sllduva. . 

A wide range of products containing com¬ 
pounds henna exist. Ground flower heads of Roman 
or German chamomide yield a yellow dye : 1*3,4- 
trihydroxyflavonc (apigenin). It stains only the 
criticle and can be used to lighten or brighten hair 
Other vegetable dyes include extracts from logwood 
and walnut shell and these can be used by patients 
who are paraphcneylcnediaminc sensitive. These 
products are obtainable at herbalists and beauty 
shops. 


II) Metallic dyes 

Traditionally, hair dyes for men have been of 
this type, since the colour changes occur less rap¬ 
idly and are not as immediately obvious as with the 
oxidation dyes. Inorganic salts arc used, which arc 
altered by the hair and coat the surface as either 
oxidases from reduction of the metal salts by kera¬ 
tin or sulphides from the action of the sulphur in 
keratin on the metal. They all give a rather dull 
(metallic) appearance and may cause brittle or dam¬ 
aged hair if used too often. 

Lead acetate with precipitated sulphur or so¬ 
dium thiosulphate gives brown to black shades. grc> 
hair may be changed through yellow to brown or 
black . Silver nitrate used alone produced a green¬ 
ish-black colour; pyrogallol is used as developer. 
Colours from ask blonde to black are possible by 
mixing, silver nitrate variously with copper, cobalt 
or nickel, brownish-black skin staining is the great 
disadvantage. 

Bismitlc salts give shades of brow n. Newer me¬ 
tallic dyes containing a metal plus an organic ligand, 
are used on textile Fibers, and in some hair dye pa¬ 
tients. Metallic dyes cannot be removed w ithout hair 
damage and should be left to grown out 


III) Synthetic organic dyes 

This group has now been in use for more than 
40 years. They are the most important type because 
of the comprehensive range of natural colours that 
can be obtained Most penetrate the hair cuticle, i c 
they arc potentially permanent, but in recent \cars 


JK ~ Practitioner, Vol. 4 No. 1, Jan. - Mar. 1997 


47 



less permanent types have been introduced. 

Synthetic organic colourants arc of three types:- 
a) Temporary b) Semipermanent c) Permanent 
AKTcm porary; These wash with one shampoo and 
last no longer than 1 week. Many temporary rinses 
belong to this group, including fashionable unnatu¬ 
ral colours used by avant-gradc sects and groups. 
They are available in aerosol sprays by incorpora¬ 
tion into transparent polymeric plastics such as 
PVP; the disadvantages of such vehicles is their ten¬ 
dency to flak off onto clothing. 

B) Semi Permanent: In the UK these have the wid¬ 
est appeal. They arc used frequently at home and 
also in saloons to brighten or subdue a natural 
colour, modify a permanent or bleached colour, or 
modify white or grey. They are*of sufficiently small 
molecular size to penetrate the cortex. They are in¬ 
trinsically coloured i c. no developing is required, 
if the oxidative permanent group. They are relatively 
easy to wash out with shampoos, containing ammo¬ 
nia. other shampoos must be used 6-10 times to re¬ 
move them. Some semi permanent dyes have an 
affinity for thioglycollate -waved hair. Many are now 
used in colour shampoos. 

C) permanent: (developed or oxidation dyes) they 
do not rely on the natural colour of a single chemi¬ 
cal dye staff, cf. semi-transparent, out require an 
oxidative developer H,0. - to produce the final 
colour. 

Paraphcnylcncdiaminc (PPD) 

+ 

H202 

applied to hair 

Quinonc diamine (Scvarc molecule) 
Penetrated hair - to cortex 
large molecules produced 
Oxidative d>cs arc potentially hazardous. The 
need for hydrogen peroxide, enables lighter shades 
to be obtained and is chiefly responsible for the 
structural damage to hair that may occur if care is 
not exercised Additives such as pyrogallol and 
resorcinol arc potential irritants. Upto 10% of us¬ 
ers may develop type IV allergy. All dyes in this 
group arc therefore sold with instructions to carry 
out preliminary patch testing 24-48 hours before the 
proposed dye is used. Thus the dye systems is ap¬ 
plied to skin cither one car or on the forcarm-any 
redness, swelling or blistering implies allergy and 
the dyeing should not therefore proceed A nega- 
ti\e patch test docs not mean that subsequent al¬ 
lergy cannot develop It simply shows the subjects 
not to be allergic at the time the test was carried 
out. Modern formulations seem to cause less prob¬ 
lems with allergy. Hair dyes of this group have been 


incriminated as possible carcinogens: Chromosomal 
breaks have occured under experimental condition, 
and an increased incidence of tumors has been found 
in regular users. It has also been intimated that 
aplastic anaemia could be produced by hair dyes. 
None of these reports is sufficiently conclusive to 
warrant the withdrawal of such dyes. 

Permanent dyes last for several months, they 
must not be applied more frequently than every 2-3 
weeks since hair damage will occur. Permanent dyes 
must therefore be allowed to grow out. 

Bleaches^ Women have bleached their hair since 
Roman times. Bleaching is used both to lighten and 
to prepare it to take up the hair dyes. Bleaching is 
an oxidative alkaline treatment that oxidizes and 
bleaches the melanin. The hair lightens to reddish 
or yellow tones depending on the underlying hair 
colour, and ultimately to the plantinum. Bleaching 
is very damaging to the hair rendering it dry, po¬ 
rous and more prone to tangle. Over use may cause 
disruption and fractures of the hair. Thus, it is ad¬ 
visable to perform the permanent waving before 
bleaching Home bleaching is usually performed 
with 6% HjOj (20 volumes) with Ammonia to speed 
the reaction which otherwise takes 12 hours. Sa¬ 
loons use more powerful bleaching creams, powders 
and pastes which arc much faster. They arc often 
applied to individual strands of hair, others being 
left untreated to give highlights, which lessens the 
problems of the darkened roots. Bleaching is termi¬ 
nated by shampooing or an acid rinse. The human 
eye perceives a more anacsthetically acceptable 
blonde (platinum blonde) when the bleached hair is 
treated with a blue or lilac colourant. 

The permanent waving: It has been defined as the 
process of changing the shapes of the hair so that 
the new shape persists through several shampoos. 
During the last 70 years, increasing knowledge of 
keratin chemistry has enabled semi-transparent 
chemical methods to be developed Whatever the 
process used, three stages arc involved in hair wav¬ 
ing :- 

- physical or chemical softening of the hair 

- reshaping 

- hardening of fibers to retain reshaped posi¬ 
tion 

Softening: Water can extend the hydrogen bonds 
between adjacent polypeptides in the keratin mol¬ 
ecule, allowing temporary reshaping to be carried 
out exposure to high humidity or rewetting imme¬ 
diately reverses that process. To obtain a more du¬ 
rable effect from water, steam may be used which 
in a limited way, disrupts disulphide bonds. Heat 
and steam alone arc rarely acceptable to modern 
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women because their effects are temporary and that 
treatment is uncomfortable. Heat can be more ef¬ 
fectively utilized in conjunction with ammonium 
hydroxide and postassium bisulphatc or 
triethanolamine as agents to reduce - S -S - bonds, 
great skill is involved in this process since failure 
to judge the time of application of the chemicals 
and heat may cause severe damage. Chemical heat 
pads are still rarely used, for example, utilizing heat 
produced from an exothermine reaction, e g. quick 

time. ... . . 

Since 1945 cold Wave processes utilizing sub¬ 
stituted thiosulphates i.e. thioglucolates, have 
largely superseded hot waving. Thioglycolatcs are 
potent redness of dissulphiod bound in the keratin 
molecules. 

S = S - 2 - SH 

A typical cold waving lotions contains 
thioglycolic acids + Ammonia or momoithamo- 
lamine. 

Acid permanent waves have become recently 
popular tar saloon use. They contain glycerylmono 
thioglucolatc and produce a softer curve and can be 


used on damaged and beached hair. 

Their disadvantage is the high frequency of 
sensitization in the hair dressers using the product 
and occasionally, sensitization of the client. 
Reshaping The type of rollers or curlers used to 
reshape softened hair depends on the training of the 
hair dresser and the fashion desired. The degree of 
curl or tightness of the permanent waves depends 
both on the diameter of the roller and the size of 
the roller. Increasing the time of exposure to the 
roller and the permanent solutions upto the 20 min¬ 
utes increases the curl, but longer times doubt give 
the further increase. The strengths of the solutions 
used depends upon the hair type. Texture and pre¬ 
vious bleaching. Home permanent waves arc weaker 
and cannot achieve the same degree of curl. 'Tipid' 
waving involves using a weaker thioglycolate solu¬ 
tion plus warm air. Neutralization is carried out 
initially with the curlers in place and again after 
they have test of skin and experience. 

Hardening (neutralizing or setting): In general this 
process involving reversal of the softening (reduc¬ 
tion) stages. 


2 - SH Oxidation - S = S 
It is important to note that complete reversal 
to presoftent ‘Stranges’ and cannot occur since many 
free SH groups may not be in a position for oxida¬ 
tion to be effective e.g. 

2 - SH - - S-C-S- (C = Carron) 

2 - SH - - S-Ba-S- (Ba = Barrium) 
Atmospheric oxidation may efficiently neutral- 


ize .he waving process This method is slow, and 
rollers must be left in position for several hours over 
night. Chemical oxidation is not the rule Hair 
dressers generally use H^,, whitest must solution 
for home used contains sodium perborate or 
pcrcorbonate (UK) or sodium or potassium bromate 
(USA). This is why hair is lighter after permanent 
waving, some neutralizers contain shellac which 
may react to alcohol group to cause hair discolora- 


Practical procedures 

- Hot waving. This is almost never used. The 
procedure is : 

I) shampooing 

II) hair divided and rollers or curlers applied un¬ 
der slight tension 

III) Waving solution applied 

IV) heating 

Cold waving: This also involves initial shampoo¬ 
ing, hair division into locks, moistening with wav¬ 
ing solution and application of croquinglole curlcss. 
Further solution may then be applied occasionally, 
mild heat is included, using exothermic chemicals 
for the natural heat from the head by enclosing the 
scalp in a plastic bag, these may be added to the 
comfort of the process Di then takes place, fol¬ 
lowed by the neutralization with the oxidation so¬ 
lution for upto 10 minutes. After removing the curl¬ 
ers, further 'hardening' solution is usually applied 
'Loose' curl waves last for no more then few weeks 
but tight’ curl stages may persists for 4-12 months. 


The hair straighteners 

In principle, the methods used to straighten 
hair are similar to those used in permanent waving. 
The practice is almost exclusively used to straighten 
Negroid hair. 

I) Pomades; They are mostly used by men w ith rela¬ 
tively short hair. They are greasy and act by Plas¬ 
tering’ hair into position. 

II) Hot comb methods: Shampooing is carried out 
and the hair is towelled dry-, oil is then applied e g 
petroleum jelly or liquid paraffin, which act as heat 
transferring agents. Heat pressing with hot comb¬ 
ing is then used (148-260“ F). causing breakage and 
reforming of -S=S. bonds, allowing the hair to be 
moulded straight. Structural damage (and breakage) 
of hair is common with this process and scarring 
alopecia may occur as a result of hot waxes enter¬ 
ing the follicles, sweating and rain reverses this pro¬ 
cedure. 

II) The cold methods: These employed utilize al¬ 
kaline reducing agents (caustics ) thioglycolatcs. 
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ammonium carbonate or sodium bisulphide. Caus¬ 
tic soda preparations are usually creams, and re¬ 
quire the application of proctive scalp oil or wax. 
They are combed through hair and left for 15-20 
rains. The hair is combed and straightened again, 
then rinsed and straightened and neutralized, these 
preparations are limited to salon use because of their 
potential to cause irritant dermatitis and damage the 
hair. Thioglycolate creams are the commonest 
agents used; The cream is applied liberally to the 
hair which then combed until it is straight. The 
cream is then washed off and a neutralizer (oxidiz¬ 
ing agent) applied. Other straighteners (relaxers) 
do not contain thioglycolates e g. sodium bisulphate 
and ammonium carbonate, acidic cthylem glycol or 
1.3- propylene glycol. Bisulphite straightens are 
suitable for home use in combination with alkaline 
stabilizers. 

The Hair removers: The terms epilation’ and 
depilation' have varied in their exact definition 
over the years. It is more convenient to define the 
exact process used, or the principles behind it. un¬ 
der the general term hair removers’ superfluous 
hair may be marked by bleaching or removed by a 
variety of methods such as plucking, waxing, shav¬ 
ing, chemical processes and electrolysis- only the 
latter is permanent. No method is entirely satisfac¬ 
tory and the one adopted will depend on personal 
preference and the character, area and amount of 
hair growth. 

Bleaching: is widely used for hair, particularly on 
the upper lip and the arms. It is painless, and when 
repeated often inflicts sufficient damage to cause 
hair breakage. However, bleached hair can look very 
obvious against dark skin. Some individuals develop 
an irritant reaction to bleach; it is therefore to carry 
out a preliminary test-if irritation occurs with 30- 
60 minutes, the peroxide strengths and duration of 
application should be reduced 
Shaving: It is unacceptable to some women as be¬ 
ing too masculine however the majority are happy 
to shave axillary and leg hair. Modern bathing cos¬ 
tumes are very brief and require the.weaver to shave 
the inner thighs and even part of pubic region. In 
these sites it is common to experience folIiculits 
during regrowth. sometimes also due to infection 
with staphylococcus aureus. 

Wa xing: It is one of the oldest methods known to 
man. Typically, the wax is preheated, applied to the 
area to be treated, allowed to cool, then stripped of 
taking the embedded hair with it Some cold waxes 
arc available that act in the same way Glucose and 
zinc oxide waxing has the advantage of lasting up 
to several weeks before a repeat is required Only 


relatively long hair can be treated in this way. Some 
women find it painful and irritating. It is more of¬ 
ten used by beauticians than in the home. 

Plucking: is really satisfactory only for individual 
or small groups or scattered coarse hair. It is usu¬ 
ally done with tweezers. As with waxing, it requires 
to be repeated only every few weeks. 

Chemical hair removers: They are now widely used 
for superfluous hair removal from most sites, in¬ 
cluding the fall. Their use on the face is limited by 
their irritancy potential. Sulphides and stannites, 
widely used in the past, have now been largely su¬ 
perseded by substituted mercaptaus. Sulphides were 
unsatisfactory both because of skin irritancy and 
because of their odour- hydrogen sulphide- gener¬ 
ated particularly when the preparation was washed 
off. Strontium sulphide- preparations are still avail¬ 
able. Substituted mercaptaus form the basis of the 
virtually all modern chemical depilatory prepara¬ 
tions. They arc slower is action then the sulphides, 
but are seen enough for facial use if necessary, 
thioglycolates are used in a concentration of 2-4% 
and typically act within 5-15 minutes of the 
thiogloycolates, the calcium hydroxide which also 
acts to prevent the excess alkalinity know to irri¬ 
tate skin. Modern preparations are available in 
foam, creams, liquid and aerosol forms, the one 
chosen depending on personal preference. 
Electrolysis: All the above methods are temporary, 
the only practical permanent procedure being elec¬ 
trolysis. This involves passing a fine wire needle 
into the hair follicle and destroying the bulb with 
an electric current passed along it, the hair is loos¬ 
ened and plucked from each follicle. Disposable 
needles should be used to prevent transmission of 
infection. Either a galvanic or modified high fre¬ 
quency electric current is used. Galvanic electroly¬ 
sis is slower but destroys more follicles in one treat¬ 
ment. High frequency current (electrocoagulation) 
is quicker but more regrowth is seen with this 
method. Relatively cheap, battery- operated ma¬ 
chines, have been developed for home use. These 
have all the disadvantages, and potential hazards 
of those used by electrolysis with the added prob¬ 
lem of an amateur operator. 

The limitations of electrolysis in skilled hands 
are those of cost and time, even the best operators 
can only dead 25-100 hairs per sitting and hair re¬ 
grows in upto 40% of the follicles treated. Shaving 
a few days prior to electrolysis, increases the num¬ 
ber of hairs in anagen and these are more easily 
destroyed. In general, electrolysis is mostly used for 
localized coarse, facial hair alternative methods em¬ 
ployed for excess hair for other body sites. Apart 
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from regrowth of hair-the problems that can occur 
with this mode of hair removal include discomfort 
during treatment, perifollicular inflammation and 
scarring, punctate hypcrpigmentation and rarely 
bacterial infection. 


Complications of hair cosmetic 

Matting of scalps hair is most commonly a sud¬ 
den usually irreversibly, tangling of scalp hair due 


to shampooing Excessive bleaching, permanent 
waving and straightening procedures may induce 
excessive weathering and fragility of hair. 

Further recording 

1. The science of hair care New York. Maccl Dckker 
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2. Rook, Wilkinson, Eoling. Text book of dermatology 
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The incidence of duodenal and gastric ulcer in 
the United States and the Untied Kingdom seems to 
have reached a peak and is now declining 1 •*. Opera¬ 
tions for perforated ulcer and mortality due to ulcer 
are decreasing in frequency. But these rates do not 
necessarily accurately represent incidence of ulcers. 
Since they may reflect changes in the natural his¬ 
tory of the diseases, quality and availability of 
medical care etc. The distribution of duodenal ul¬ 
cer by social class has changed from a high risk in 
higher social classes to high risk in lower classes’. 
Males are well known to have a higher incidence of 
ulcer (Particularly duodenal) than females 4 . It was 
found that incidence of duodenal ulcer in man is 1 
to 3.5/1000/year incidence in women 25-40% of that 
in men*. The recent incidence of gastric ulcer in 
males is about 0.5/1000/ycar and incidence in 
women is 60-80% of that in men 6 . Male predomi¬ 
nance of ulcer incidence may be decreasing, the rea¬ 
sons for these time trends and sex difference are 
unknown and testable explanatory hypotheses have 
not been presented. Further description of the time 
trends of ulcer occurrence and severity ( Morbidity 
and Mortality) are needed, utilizing analysis of sex, 
age and time period of data collection. Incidence 
studies require a strategy for determining data of 
onset of illness, data of first symptom possibly due 
to ulcer, first radiographic or endoscopic diagnosis 
arc possibilities. Population based studies have not 
even clearly distinguished gastric from duodenal 
ulcer, although physiologic and demographic data 
from case control studies indicate that the two 
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groups of ulcer have suffering characteristics, and 
therefore may have separate risk factor. 

Diagnostic tests for ascertaining the presence 
and location of ulcer include symptom evaluation, 
radiography and endoscopy. Each modality produces 
some false positives and false negatives. Some cli¬ 
nicians believe that the presence or absence of a 
characteristic pain pattern is adequate for classifi¬ 
cation 7 others use several separate diagnostic cat¬ 
egories such as X-ray negative dyspepsia, pseudo 
ulcer, gastritis, duodenitis, gastric erosions, gastric 
ulcer (perhaps further specified by site such as an¬ 
tral, body, juxtapyloric, greater curvature etc. Popu¬ 
lation studies that rely on subject reports of previ¬ 
ous diagnosis are impaired by this range of terms, 
by differential rates of utilization of medical care, 
by difficulties in communication between physician 
and patients by defects in memory and by other 
variables. Finally such acts may be unequivocally 
ulcer negative when surveyed and later develop ul¬ 
cer resulting in misclassification at time of survey- 
study of risk factors is essential, individuals with 
the combination of a specific unconscious motiva¬ 
tional state and higher capacity for gastric secre¬ 
tion of Acid and pepsinogen are more likely to de¬ 
velop ducdonal ulcer than other individuals. 

Several environmental risk factors including 
cigarette smoking, coffee drinking, ingestion of as- 
pirin/phenactin/cafTeinc tablets have been reported 
to be associated with ulcer. In both case hospital 
studies and population surveys. Know genetic fac¬ 
tors predisposing to ulcer include blood group and 
lack of secretion of blood group antigens in Salvia, 
but these account for only a small part of familial 
aggregation. Mean scrum pepsinogen concentrations 
arc greater in ducdonal ulcer patients than in nor¬ 
mal controls*. 

Scrum or red blood cell (Acetylcholi ne estcrass) 
Received Aug. 1996 Accepted Dec. 1996 
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activity is under investigations as a physiologic 
measurement possibly correlating with duedonal 
ulcer* 10 . This’ enzyme determination might be use¬ 
ful in family studies. Diseases like Zoellinger 
Ellison syndrome (Gastrinoma), chronic obstructive 
pulmonary disease, hyperparathyrodism, 
Rheumatiod Arthritis, systemic mastrocytosis. Re¬ 
nal Transplantation chron’s disease have strong as¬ 
sociation with peptic ulcer. Longitudinal studies of 
patients with defined disease and appropriate con¬ 
trol subjects with standardization of criteria for di¬ 
agnosis of ulcer seems more likely to be productive 
than cross sectional studies. In India peptic ulcer 
has been reported to be more common in South than 
in north l,,N . The Indian Council of medical research 
(ICMR) in a collaborative epidemiological study 
reported the prevalence rate of peptic ulcer disease 
in general population of India to be 1.04. The life 
time prevalence of peptic ulcer was reported to be 
0.75 percent in Madras 11 et al. 

Phawa et al 16 reported peptic ulcer prevalence 
of 0.61% for Delhi (Urban) and 0.81% for 
Chandigarh (Rural). 

Kashmir is a highly endemic area of peptic ul¬ 
cer disease in north India". The prevalence of pep¬ 
tic ulcer in general population of Kashmir deter¬ 
mined by endoscopy in randomly selected sample 
population was found 4. 72 and peptic ulcer in¬ 
creased with age not related to socio economic sta¬ 
tus'*.. 
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Doctor an d Patient Relationship 

Medicine: Pride & Prejudice 

Bashir Gaash* 


Medicine started with the earliest man out of 
necessity- The uncivilized unsocialised wanderer, 
whose only pursuit was an unceasing search tor 
food, often sustained injuries during bouts of hunt¬ 
ing or fell ill while experimenting with the prob¬ 
able edibility of various plants and fruits he came 
across. Thus the first man was the first patient and 
the first healer too As this early nomadic food-gath¬ 
erer settled for a more social pastoral life towards 
early iron age. social compulsions called for shar¬ 
ing of everything including disease and remedies. 
As Rene Dubos indicates, this ancient medicine de¬ 
spite being primitive played main role in the inte¬ 
gration of all early cultures. 

Beginning of the Iron Age changed the face of 
mankind. Indo-Aryans started descending over In¬ 
dia as early as 1500 BC. In early Vcdic period, heal¬ 
ing became the prerogative of the priests. It was a 
logical sequel to the primitive medicine based 
mainly on religion and superstition. For thousands 
of years, medicine was associated with mythologi¬ 
cal figures, sages and seers, which gave the sanc¬ 
tity to the science and art of healing which still lin¬ 
gers in history. It was only later (600-200 BC) that 
scientific-mindcd teachers emerged in Indian Medi¬ 
cine. Soon the scientific practices of these teachers 
earned the wrath and displeasure of the priests. This 
was inevitable because their practices often contra¬ 
dicted the prevailing ideas of priests who earned 
their living in reciting dictums that "The Gods are 
fond of the obscure; they detest direct observation”. 
But the more important reason was that in the prac¬ 
tice of medicine the Indian physicians never distin¬ 
guished between the upper and the lower castes. The 
financial loss to the priests was also a very impor¬ 
tant reason. Nevertheless the great Indian teachers 
succeeded in thwarting the attempts of Hindu priests 
to monopolize medicine and again put it back into 
the hands of the common people. 

The Indian physician was a roaming physician 
who went about healing ordinary rural folks and fos¬ 
tered democratic thinking while Greek Medicine re¬ 
ceived support from the aristocracy. 

Egyptian doctors were equal to priests in their 
status and even higher. In fact, Imhotep (28 BC) 
was worshiped as God. Medical history reveals that 


the Egyptian physicians were officials paid by the 
State and were the best paid of all. 

Galen (130-200 AD) who picked up the essence 
of scientific findings of the great Greek Physicians 
(Hippocrates, Herophilus, Erasistratics etc) again 
enjoyed patronization of the powerful Roman ruler, 
Marcus Aurelius. In fact, he was the personal physi¬ 
cian to the emperor. All the physicians who mat¬ 
tered in China, Arabia, Mesopotamia. Persia and 
India had to have a royal patronage Persian & Arab 
sciences provided a genuine continuity to classical 
Greek sciences, the main pillars of science being 
astronomy & medicine. Riiazes (Abu Beer Al-Razi), 
Avicenna (Abu Ali Sina), Abdol Latif, Al-Zahravi, 
Avenzoar (Ibn Zuhr), all prospered under the pa¬ 
tronage of the great Muslim Caliphs of Abbasid dy¬ 
nasty as Al-Mansur. Haroun Rashid & Al-Mamum. 

The Unani system of medicine still widely prac¬ 
ticed in India, arrived with the Muslin invaders. The 
system flourished especially in Jehangir 's time. 

A typical doctor in a developed country bears 
ample resemblance to that ancient physician. He still 
enjoys the patronage of the government,, the aris¬ 
tocracy. a trust, a foundation, a drug-manufactur¬ 
ing company, or various insurance schemes. Finan¬ 
cially he has no reason to worry about the basic ne¬ 
cessities of life. He has enough time and energy left 
for research and experimentation, and very encour¬ 
aging incentives too. 

A typical doctor in a developing county is a 
completely different matter. Let us take a doctor 
from our state. After about 20 years of education he 
may be recruited by the government at a monthly 
salary of Rs. 5000/- which means a meager Rs 167 
per day. This is much less than what an illiterate 
semi-skilled artisan or craftsman gets. It is a real 
over-expectation even to think that the doctor who 
is not able to support his small family could make 
the nation healthy. This at a time when an MBA 
graduate with comparative education can afford to 
be paid emoluments as high as one to ten lacs per 
month, and a commercial pilot - to quote the Late 
Prime Minister Mr. Rajiv Gandhi - could afford to 
have a private swimming pool. 

Emolument, however, is not the only question. 
This underpaid scientist is expected to follow the 
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Oath formulated by the great Hippocrates who 
throughout his life enjoyed the royal patronage of 
the most prosperous nation and blessings of a cul¬ 
ture where not only physicians but their family mem¬ 
bers were worshiped as deities. The doctor has to 
work 6 hours a day in his dispensary and commute 
for a minimum of 3-4 hours. He is also expected to 
keep himself abreast with the ever-pouring ‘new 
knowledge’ churned out by his brethern across the 
globe, when he can scarcely afford to buy a regular 
subscription even to a single medical journal of re¬ 
pute. He is also expected to be as inquisitive and 
research-minded as his counter-part in the USA or 
the UK. An all this for the doctor who is paid a 
measly 125 per month. 

Despite the fact that medicine is one of the least 
paid professions in India, there seems to be a gold 
rush where parents pay sums anywhere from 7 to 
23 lakhs as donation for their children to become 
doctors. Undoubtedly a most successful practitio¬ 
ner in the valley can never expect to see that much 
money in his life time. It is no secret that the most 
successful practitioners in Kashmir come no where 
close to successful lawyers or “Successful” engi¬ 
neers. There are many social ramifications to the 
gold rush for a medical seat yet there cannot be any 
denying the fact that in most cases the prime objec¬ 
tive of paying huge donations is to invest for future 
returns. The main hope, of course, is a trip to the 
Gulf. 

Brain drain, as they call it, is a matter of con¬ 
stant flirtation for the recipient nations. While at 
the Central governmental level emigrating doctor 
is considered “an informal ambassador”. At the so¬ 
cial level migration of physicians has never gained 
public acceptances in any developing country. La¬ 


ity may equate it with betrayal; even the doctors who 
cannot or do not migrate to a richer country may 
enviously detest such doctors. 

“ Privatisation” of medicine suffers a similar 
dualism. The official policy at the Central level is 
to actively involve private medical care. This has 
been amply stressed by the inauguration of private 
hospitals in Madras. Hyderabad & Delhi by none 
other than the Vice-President & the Prime Minis¬ 
ter. The idea being to encourage health providers 
in private to come forward to help the country to 
attain the goal of Health For All by 2000 AD. This 
is a natural consequence of the realty that has lately 
dawned on the governments all over the world that 
government -owned health provision can not alone 
meet this objective. 

Though sounding astonishing it is a sad fact 
that establishments all over the world tend to be 
anti-doctor. Laity also maintains a naturally ex¬ 
pected “love - hate" relationship with their healers. 
And the doctors, as a fraternity, are the most di¬ 
vided lot. No wonder, therefore, that the most sought 
after arc the least privileged also. 

Further Reading 

1. Dubos, R.J (1969): Man, medicine & Environment. 
New American Library, New York 

2. W H O (1970): World Health. May 1970 

3. Emergence of Modern Medicine (1987(: IGNOU 

4. Middle East health (1980). 7: 18-19 

5. Govt of India (1993) : Bulletin on Rural Health 
Statisticsbin India. June 1993. DGHS, New Delhi 

6. India Today (1994): Sep 30, 1994 

7. Park. E (1994) Park’s Texbook of social & preven¬ 
tive Medicine (14th Edition) Banarsidas Bhanot, 
Jabalpur 

8. Apollo Hospitals. Madras (1995): Annual Report 
1995-96 


54 


JK ~ Practitioner, Vol. 4 No. 1, Jan. - Mar. 1997 



Students Page 
G 


Tips On 


E 


R 


D 


gastroesophageal reflux disease 

JK Practitioner 1997 ; 4:1 55 


ACG Identifies Goals of GERD Therapy 

There arc four basic goals of GERD therapy. 

* The acute phase revolves around elimination of 
symptoms and effective healing of esophagitis. 

* Long-term goals focus on prevention or manage¬ 
ment of complication, such as peptic stricture. 

* Effective maintenance of symptomatic and 
endoscopic remission is the key for chronic, re¬ 
lapsing GERD. 

Life-style modifications arc the cornerstone for all 
therapy. If antacids and alginates are not effective, 
one might consider cither a drug that acts directly 
on motility abnormalities, such as cisapride, or an 
acid suppressant. Acid suppression is the backbone 
of pharmacologic therapy for GERD and may be 
accomplished with either the H 2 receptor antago¬ 
nists or the proton pump inhibitors. 

Life-Style Modifications are Cornerstone of 
GERD therapy 

Life-style and dietary modifications are important 
in the treatment of all patients with GERD. 

* Elevation of the head of the bed by 6" with blocks 
uses gravity to improve acid clearance at night. 

* Patients should avoid the recumbent position for 
3 hours after eating. 

* Decrease in dietary fat decreases reflux fre¬ 
quency in patients with GERD. 

* Patients should stop smoking and should avoid 
esophageal irritants, such as citrus products and 
coffee, that will increase the propensity to injury. 

* Potentially harmful medications should be 
avoided. For instance, nitrates, theophylline, and 
calcium channel blockers may reduce LES pres¬ 
sure, whereas doxycycline, Quinidine, and 
NSAIDs may induce mucosal injury. 

Reaching Therapeutic Goals 

* Antacids and alginates are effective in improv¬ 
ing heartburn symptoms in patients with mild 
disease. However, they have only an adjuctive 
role in the healing of esophagitis, management 
of prevention of complications, or maintenance 
therapy. 

Promotility drugs are moderately effective in im- 
proving symptoms of noctur nal heartburn and 
Source:- American College of Gastroenterology 


healing mild grades of esophagitis. There is no 
evidence that they prevent the complications of 
GERD, but they may be useful in maintenance 
therapy of mild esophagitis. 

• H 2 receptor antagonists, in both regular and high 
doses, improve and sometimes eliminate the 
symptoms of heartburn with mild-to moderate 
disease. Likewise, they are effective in healing 
esophagitis in these patients. High doses of H 2 
receptor antagonists may prevent or retard the 
development of some complications of GERD, 
especially ulcers and peptic strictures. 

• The proton pump inhibitors are the best agents 
to control esophageal acid exposure in GERD. 
The proton pump inhibitors provide more rapid 
and complete resolution of symptoms as well as 
more rapid and complete healing of esophagitis 
than the H 2 receptor antagonists. When appro¬ 
priately dosed, the proton pump inhibitors can 
eliminate nearly all the symptoms of heartburn 
and regurgitation. The proton pump inhibitors 
maintain remission in all grades of esophagitis. 

• Surgery appears to be as effective as the proton pump 
inhibitors in the four goals for treating GERD 

When Should You Recommend Anti-Reflux Sur¬ 
gery? 

• Otherwise healthy patients under the age of 50 
may be more effectively treated and money saved 
with anti-reflux surgery-compared to a lifetime 
of medical therapy. 

• Other indications for anti-reflux surgery include 
difficult to manage strictures, rare non-healing 
ulcers, severe bleeding from esophagitis, and as¬ 
piration symptoms. The presence of Barrett’s 
esophagus alone is not an indication for anti- 
reflux surgery. 

• The diagnosis of GERD must be well established 
prior to referral for surgery. 

• All patients require a comprehensive evaluation 
of gastroesophageal function. The minimal 
evaluation should include upper GI endoscopy, 
esophageal manometry, and 24-hour PH moni¬ 
toring. Selected patients may also require gas¬ 
tric emptying studies if there arc symptoms of 
nausea, vomiting, or bloating. 
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Fine Needle Aspiration Cytology (FNAC) - A Diagnostic Tool 

Ntseer A. Chowdhary*; Reyaz A. Tasleem** 


Fine needle aspiration cytology involves the 
study of cells, obtained by small gauge needle with 
a vacuum system provided by air tight syringe. It 
can be applied to any masses. The specimen obtained 
consists of small amount of tissue or aspirated fluid. 
The procedure is also described as. Needle Aspira¬ 
tion Biopsy (NAB) & Aspiration Biopsy Cytology 
(ABC) . 

Since last few years FNAC has become an im¬ 
portant diagnostic technique. To some extent it has 
replaced, & complimented tissue histopathology in 
many clinical situations. The concept of diagnostic 
biopsy (Histopathology) was first introduced in 
(1890)' when fixatives and cutting instruments were 
made available. Before that, the microscopic mor¬ 
phology of disease was studied mainly in cellular 
preparation that were easy to obtain. 

First successful solid tissue aspiration was done 
by Greigs Gray 1 in 1904. They aspirated lymphnode 
to identify trypanosomes in the patient of sleeping 
sickness. In 1912 Hirschfeld 5 described lymphoma 
on FNAC sample. In 1933 Stewart published a clas¬ 
sic paper. “The diagnosis of tumors by aspiration” 
in which he discussed at length the pros and cons 
of this method of diagnosis, its achievements and 
pitfalls 4 . 

The introduction of new imaging techniques 
like computed tomography, ultrasonography, 
radionuclcotide scanning etc. improved the visual¬ 
ization of organs, thereby further facilitated the pro¬ 
cedure of needle aspiration biopsy. The target or¬ 
gans which do not require imaging assistance in¬ 
clude palpable lesions of salivary gland, 
lymphnodes, thyroid, breast, prostrate, ovary, tis¬ 
sue tumors, some bone and hepatic lesions. The tar¬ 
get organs which need the assistance of imaging pro¬ 
cedures for FNAC include lesions of lungs, medi¬ 
astinum. Pancreas, Kidney, rctroperitonial 
lymphodes adrenals, brain, spinal cord, eye and or¬ 
bit’. 
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The cytology diagnosis of human disease that 
began in early nineteenth century, and was replaced 
by histopathology for over a century has again pro¬ 
jected into forefront of diagnostic procedures. The 
indications, advantages and disadvantages of FNAC 
are briefly described as: 

A. Indications: 

01. To differentiate, neoplastic non-ncoplastic le¬ 
sions. 

02. To identify the tissue constituting the mass. 

03. Recovery of specific organisms. 

04. Its use in research. 

B. Advantages: They are numerous a few are as: 
01. It is an outdoor procedure which neither needs 

preparations of patient nor specialized 
anaesthesia. 

02. It is safe and almost painless. 

03. Procedure as well as intepretation may be com¬ 
pleted rapidly. 

04. Sensitivity and specificity is high. 

05. Cost effective and ideal for implementation of 
diagnosis related group. 

C. Limitation: The limitation for FNAC include: 
01. Inappropriate or insufficient biopsy specimen. 
02. Difficulty in classification of tumors. 

03. Difficulty in diagnosis of unusual tumors. 
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Overs eas Diary 

Orientation Program for International Medical Graduates 
Faroque A. Khan*; Tanveer Mir** 


The number of international medical graduates 
(IMGs) beginning internal medicine residencies in 
the United States had doubled since 1986 (l> . In re¬ 
sponse, we designed an acculturation program to 
teach basic skills sociolinguistic techniques useful 
for negotiating the U.S. health care system. An 8- 
day intensive course introduced IMGs to ethical and 
humanistic issue that would not be encountered in 
their native countries. A session on working with 
difficult patient provided insight into the behavior 
of substance abusers and alcoholic and suggested 
methods for treating manipulative and litigious pa¬ 
tients. IMGs frequently do not have the skills to 
manage such social problems because they were not 
exposed to them during their training. 

Approaches to terminally ill patients and their 
families, how to obtain a Do Not Resuscitate order 
and consent for autopsy, and how American cope 
with death and dying were incorporated in role-play¬ 
ing sessions that showed how to de-escalate prob¬ 
lems that may arise during such emotional interac¬ 
tions. Physicians* responsibilities toward terminally 
ill patients varies considerably in other cultures, and 
issues of cost containment and health care ration¬ 
ing differ widely. Many IMGs easily meet the quali¬ 
fications for U.S. residency but have not acquired 
strong communication skills in English. A 
multicenter study conducted by the Education Com¬ 
mission for Foreign Medical Graduates recently 
confirmed the clinical skills and clinical competence 
of IMGs (J> . This study included the following mea¬ 
sures of clinical competence: 

1. Clinical encounters with standardized patients 
to assess IMGs’ abilities to take patient histo¬ 
ries, do physical examinations, and communi¬ 
cate effectively. 

2. Identification and interpretation of diagnostic 
procedures. 

3. Written clinical vignettes to assess diagnostic 
procedures. 

4. Assessment of spoken English. 

Reliability coefficients were high in 1985 for 
the integrated clioica! encounter and were in a rea- 
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sonable range for all test components. Medical 
record documentation may be disjointed, resulting 
in legal, ethical, and financial ramifications. The 
effect on structured cognitive thinking and decision¬ 
making skills is important. 

The Nassau County Medical Center is a major 
affiliate of the State University of New York at Stony 
Brook The hospital provides patient care to the citi¬ 
zens of Nassau County, a suburban community of 
1,500.000 persons. The department of medicine of¬ 
fers a 3-year categorical training program in inter¬ 
nal medicine and a 1-year preliminary program for 
physicians planning other specialty training. Sev¬ 
enty resident positions are available. 

Preliminary Program 

The preliminary program offers about 10 first- 
year resident positions for physicians who plan to 
continue in other specialties. These residents fol¬ 
low the same rotation schedule as the 3-year medi¬ 
cal residents. 

Categorical Program 

The categorical 3-year program prepares gradu¬ 
ate physicians to be competent in the practice of 
internal medicine, to serve as consultants in inter¬ 
nal medicine, and to enter subspccialty (fellow¬ 
ship) training programs. Primary care medicine is 
emphasized throughout the 3 years of training. 

The Nassau County Medical Center Experience 

In June 1989, we offered a combined accultura¬ 
tion and orientation program for incoming interns 
in the department of medicine. Using the resources 
of Hofstra University, we tried to teach specific 
sociolinguistic skills to physicians from diverse 
backgrounds. We stressed the need for formal in¬ 
struction and education in interpersonal relation¬ 
ships. We recognized the need to educate our resi¬ 
dents in more skillful interactions with patients, 
families, nurses, and ancillary staff. The approach 
to delicate and often misinterpreted issues such as 
Do Not Rcsusciate orders requires the same empha¬ 
sis we place on teaching disease processes. Given 
this, we hope to increase the awareness of incom¬ 
ing residents to the subtleties of practicing medi¬ 
cine, to improve communicative skills, and to fa- 


JK ~ Practitioner ; Vol. 4 No. 1, Jan. - Mar. 1997 


57 



cilitatc a favorable rapport with patients and their 
families. Threc-<iay-long didactic sessions were con¬ 
ducted by our faculty to cover these areas. 

Implementation of the problem-oriented medi¬ 
cal record system, originally described by Weed, 
could help IMGs who are struggling with a large 
patient database. Didactic sessions and ease exam¬ 
ples were used to illustrate the usefulness of the 
record system. Finally, the residents learned that 
their job as physician is inextricably tied to their 
role as teacher. During their careers, they must teach 
patients about health care and prevention, about 
disease and therapy, and about coping with illness. 
They will teach medical students and ancillary staff, 
as well as surgeons and other physicians on consul¬ 
tative rounds. Because the same techniques are vi¬ 
tal for clinical teaching and clinical patient care, 
specific skills must be mastered early in training. 
In our program, formal instruction giving, and per¬ 
suasion was followed by practical examples. When 
the IMGs complete this course, they will have ac¬ 
quired skills for effective communication with pa¬ 
tient. families, and medical staff In addition, they 
will have a better understanding of American cul¬ 
ture and will be prepared to handle delicate and of¬ 
ten misinterpreted issues, thus allowing them to 
function as better health care providers. 

We conducted a 35-hour oral communication 
program for IMGs that was led by the director of 
the English language program and faculty members 
of Hofstr University. Thchc curriculum included 
communication strategies and sociolinguistic skills, 
w ith the objective of acquiring a better understand¬ 
ing of the rules of American conversation. At the 
end of this course, the IMGs also were made aware 
of the need for grammatical accuracy of certain lan¬ 
guage features, especially where inccuracy could 
cause serious or life-threatening misunderstandings 

In addition to these topics, dress code, punctu¬ 
ality. and decorum were discussed Each participat¬ 
ing resident received an orientation packet that con¬ 
tained literature covering these and many more top¬ 
ics 

Acculturation Plus 

As a follow-up to the acculturation, a second 
session was established in August 1989 to determine 
the effect of the program on the residents and to 
obtain feedback to improve and expand future ses¬ 
sions. Hofslra University also participated in this 
follow-up session, and the improvement in commu¬ 
nicative skills and confidence of the residents was 
acknowledged. 


1990 to 1992 

We recognize the necessity of the acculturation 
program and strongly recommend it for residency 
programs in internal medicine. We have learned that 
the residents benefit most from ongoing orientation 
sessions throughout the 3 year of the their residency. 
We identified resident well-being as an important 
issue and we have addressed it in different forums. 
(Faculty involvement in residents’ issues and avail¬ 
ability of advisors have helped the residents tremen¬ 
dously.) The residents’ academic performances have 
been well above average compared with other U S. 
internal medicine programs, as indicated by results 
from the American Board of Internal medicine and 
that organization's in-service examinations. We 
have had no problem residents or substance abuse, 
allowingJaculty more time to devote to helping resi¬ 
dents increase their research experience. Residents 
have participated in regional and national meetings 
of the American College of physicians, have par¬ 
ticipated in National Institutes of Health festivals, 
and have made several award winning presentation 
and published articles in peer-reviewed journals. 
Hands-on experience on the wards could not be ad¬ 
dressed under the acculturation program, and we 
believe this must be developed. We think an intern¬ 
ship or observership for future candidates, even for 
a short period such as 2 weeks, would help to pre¬ 
pare residents for their future tasks. 

Rosner and colleagues 0 * have described simi¬ 
lar, intensive 1-week orientation to hospital-based 
medical practice for IMGs. Their experience with 
orientation is positive, and they believe orientation 
helps the IMGs function more effectively in the U.S. 
hospital environment and reduces the frequency of 
problems of personal and professional adjustment. 

In Canada, IMGs have a 36-week preparatory 
program that accept 24 candidates a year and is of¬ 
fered at the five Ontario medical schools 14 *. It is 
funded by the Ministry of Health in Ontario. 

In the United Kingdom, similar ways to im¬ 
prove communicative skills and performance of 
IMGs arc recommended by Araya and Pelosi°*. 

Levey** describes a two-step orientation pro¬ 
cess. First, the program faculty conduct a standard¬ 
ized prcresidcncy evaluation of the basic clinical 
skills and language abilities of the IMGs. This is 
followed by a preparatory course for IMGs who have 
substantial deficits. The designed curriculum would 
include formal lectures, reading assignments, physi¬ 
cal diagnosis sessions, language classes, patient en¬ 
counter sessions, and a tutorial on U.S. medical 
culture that includes medical ethics. The Educa¬ 
tional Commission for Foreign Medical Graduates 
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could provide the many methods needed for an 
evaluation program and could work collaborativcly 
with program directors Important questions about 
the funding of graduate medical education for IMGs 
also must be addressed. 


The Present 

Evaluation and feedback, as well as experience 
from previous acculturation sessions, brought many 
realizations. The focus was shifted from accultura¬ 
tion to orientation, spread over a 2-weck period. The 
following points were considered when the orienta¬ 
tion schedule was designed. 

I Resident well-being is a fundamental require¬ 
ment and a social need for all incoming IMGs. 
This is the time when future residents arrive 
in a new country, acquire coping skills, and 
learn patient management skills. A pleasant 
social environment is conducive to learning. 

2. The effectiveness of orientation sessions is en¬ 
hanced by repeating certain sessions during a 
3-year period. New lecture curricula in patient 
management skills and procedural skills are 
followed up in ongoing sessions during the 
years of training. 

Before their arrival, IMGs were provided with 
implicit written details about flight information, ar¬ 
rival to our medical centre, and so on. The resi¬ 
dents were housed temporarily on campus and free 
meals were provided during that period. During the 
2 weeks of orientation, residents were introduced 
to the faculty and chief residents. The new IMGs 
were divided into four groups of eight or nine each, 
and one chief resident served as their preceptor. Dur¬ 
ing the morning sessions, the incoming residents 
were allowed to attend floor rounds, morning re¬ 
port, and attending rounds. During lunch, they were 
introduced to a new topic each day (for example, 
, Do Not Resuscitate law. crcdentialing procedures). 
The afternoons were spent with the preceptors, 
learning practical aspects of patient management, 
such as obtaining patient and family consent, re¬ 
questing consultations, using computers, searching 
literature, presenting cases, and understanding the 
problem-oriented medical record. At the end of the 
day, the day’s activities were reviewed and impor¬ 
tant points were highlighted. 

In addition to orientation, resident well-being 
was considered; also addressed were bank accounts, 
apartment and rental information, drivers’ licenses. 
Social Security enrollment, and similar issues. Dur¬ 
ing the weekend, residents accompanied by the 
department chair, chief residents, and department 
secretaries were taken for a guided tour of New York 


City. This provided an informal setting for the new 
residents to develop contacts, gain self-confidence, 
and get to know each other. At the end of the orien¬ 
tation period, evaluation forms were provided to all 
incoming residents that addressed issues such as 
overall experience, lecture topics, supervision, gen¬ 
eral help and assistance, arrival, housing and food 
arrangements, banking and Social Security, trip to 
New York City, and confidence in working as a resi¬ 
dent on 1 July. The feedback was positive, as illus¬ 
trated by the sampling of IMG comments that fol¬ 
lows. 

The hospitals that arc not providing orienta¬ 
tion will be receiving lots of tired, home-sick, 
confused new residents, just arriving from the 
airport. It was an excellent idea to start observ¬ 
ing a week before, getting to know the hospi¬ 
tal, senior residents, attendings. I am a lot at 
home now-N.N. 

A very congenial atmosphere. The first week 
at (Nassau County Medical Center) was one of 
the most wonderful experiences of my life. 1 
expect the rest of my stay to be the same. All 
the arrangements have been made painstak¬ 
ingly. -S.A. 

I should be reasonably comfortable starting in¬ 
ternship on the first. I was anxious initially, 
settled very quickly -thanks to the wonderful 
orientation. -R.J. 

The first week at NCMC was really useful for 
me, especially in getting to know my col¬ 
leagues. to meet the faculty and generally learn 
the working of the hospital. The general su¬ 
pervision was extremely helpful, easily forth¬ 
coming and discerningly informal. The first 
taste of medicine in the U S.A.,and (Nassau 
County Medical Center) in particular, has been 
quite pleasant for me. -A R. 

Thanks to all who helped ease the tensions of 
coming to a foreign soil. Having learned what 
I did during orientation. I look forward to work¬ 
ing enthusiastically. The trip to New York City 
was a pleasant and wonderful experience. -J.D. 

Conclusions 

The orientation program at Nassau County 
Medical Center is regarded favorably by the incom¬ 
ing IMGs and the faculty. (In the 1995 American 
College of Physicians National Research Competi¬ 
tion for Associates. 17 papers from New vork state 
were accepted for presentation. Of those, five were 
from Nassau County Medical Center. )Thc problems 
related to a July transition were few and. overall, 
the new residents adapted well to their new roles 
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Using a well-defined written objective and curricu¬ 
lum from the begining is valuable in planning teach¬ 
ing in this nontraditional, yet highly successful, 
format. To enhance the vitality of the orientation 
program, the comments of the IMGs are highly val¬ 
ued and incorporated into the program. The change 
of focus from acculturation to bedside-observed ori¬ 
entation proved to be the missing link between the 
patient and physician; addressing this relationship 
is vital for all programs. Finally, as the expecta¬ 
tions of the IMGs increase, orientation should be 
an ongoing process rather than a one-time venture. 
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Journal Scan 


Ramadan Fasting and Peptic Ulcer 

The effects of fasting on peptic ulcer disease 
were evaluated in a prospective study, involving 23 
fasting patients who underwent endoscopy before 
and after Ramadan Eighteen patients took an H,- 
blockcr (ranitidine, 150 mg twice daily) regularly 
at "Suhur" and "Iftar" as prescribed, while 5 were 
drug defaulters. On the first endoscopy the diagno¬ 
sis in 4 patients was active acute duodenal ulcer 
(AADU), in 8 patients was active chronic duodenal 
ulcer (ACDU) in 8 patients was healed duodenal 
ulcer (HDU), in 2 patients was erosive duodenitis 
(ED), and in 1 patient was chronic gastric ulcer 
(CGU). All of the patients with AADU showed signs 
of healing on repeat endoscopy. None of the ACDU 
patients showed signs of healing on repeat 
endoscopy. Instead, 7 patients in this group bled 
during fasting. All of the 5 drug defaulters belonged 
to the ACDU group. One patient in the HDU group 
had developed an active ulcer near the previous scar, 
as which was seen on repeat endoscopy. The 2 pa¬ 
tients with ED showed signs of healing, while the 
only patient with CGU had bled from the same ul¬ 
cer as seen on repeat endoscopy. The results were 
compared with those of 15 nonfasting control sub¬ 
jects (6 patients with ACDU. 3 with HDU, and 6 
with ED as diagnosed on the first endoscopy), who 
took an H 2 -blockcr regularly. The repeat endoscopy 
did not show any change in these patients. In con¬ 
clusion, we inferred that Ramadan fasting may prove 
hazardous in patients with peptic ulcer disease in 
general and with active chronic ulcers in particu¬ 
lar, although the fact that only 23 patients volun¬ 
teered for this study, of whom 5 were drug default¬ 
ers, is a limitation. 

Malik GM. Mubarik M, Jeclani H, Tajamul S. Kadla SA. Ix>nc 
BA, Khan MD; Endoscopic evaluation of peptic ulcer disease dur¬ 
ing Ramadan fasting: A preliminary study. Diagnostic and thera¬ 
peutic endoscopy 1996;2:219-221. 

Clinical Implications of Myocardial Bridges 
Among 980 consecutive selective coronary 
angiograms reviewed for this study, nine patient had 
myocardial bridges of the left anterior descending 
(LAD) coronary artery. The overall prevalence of 
myocardial bridges was 0.92%. Among these pa¬ 
tients, three patients had coronary artery disease, 
while six cases were isolated myocardial muscle 
bridges. With respect to functional abnormality. 
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three had grade III -milking effect", three had 
grade II and three had grade I milking effect. The 
indications for coronary angiograms were typical 
chest pain in seven cases and atypical pain in two 
cases. Their clinical and laboratory investigations 
are presented with literature review. 

Ibrahim W, Mohamed SN, Moh.mod F. Mostafa A. Ahmad Al- 
S:Myocardial Bndgca Their clinical implications and prognostic 
signs. Ann Saudi Med. 1996; l6(5):505-50#. 

Lamivudine Prophylaxis 

Orthotopic liver transplantation in patients 
positive for hepatitis B virus (HBV) DNA is associ¬ 
ated with a high reinfection rate, even with hepati¬ 
tis B immunoglobulin (HBIG) prophylaxis. Nucleo¬ 
side anaglogues that inhibit hepatitis B replication 
in patients with chronic hepatitis B could prevent 
reinfection after transplantation. 

Lamivudine (a new nucleoside analogue), treat¬ 
ment may prove useful in preventing recurrence of 
hepatitis B after liver transplantation. The effect on 
survivial of patients after transplantation remains 
to be assessed. 

Grellier L, Mutimer M. Ahmad M. Brown D. Burroughs AK. 
McMaster P, Beranek P. Kennedy F, Kibbler H. McPhilltps P. Elias 
E, Dasheiko G. Lamivudine Prophylaxis against reinfection in liver 
transplantation for hepatitis B-cirrhosis. Lancet 1996; 348:1212. 

Laparoscopic Cholecystectomy: 

The Saudi Experience 

Laparoscopic Cholecystectomy (LC) is being 
accepted as a standard procedure for gall bladder 
disease, all over the world. This report, a ret¬ 
rospective study, involves 606 patients who under¬ 
went L.C at King Fahad Hospital, Medina. Saudi 
Arabia. The majority of the patients 488(805%) were 
females. Fifty (8.3%) patients presented with acute 
Cholecystitis and 556(91.7%) were chronic cases. 
LC was successful in 539(89%) patients and con¬ 
verted to open cholecystectomy in 67( 11%) due to a 
variety of reasons. The mean operative time was 65.9 
minutes. Most of the patients (64.7%) were dis¬ 
charged within 72 hours. There was no death in the 
series. The overall complication rate was 5.6% and 
the incidence of major ductal injury was 0.8%. 

Al-Saigh H A A. Fadl.Elaht KFA. Maqbool Fazili F’ Analysis of 
Laparoscopic cholecystectomies in 606 patients. Experience at 
King Fahad Hospital. Medina Ann Saudi Med 1996.16(4) 392- 
394. 
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Book Reviews 


Modern Clinical Cardiology. 

Dr. K. C. Verma (Ed). Jay Kay Publications Jammu 
Tawi-180001, J&K India, pp 512. Rs. 1500. 

Dr. Verma deserves congratulations for this en¬ 
dure. I find this book concise, comprehensive and 
well planned to cater to the needs of the house of¬ 
ficer, general practitioners, post graduate students, 
physicians and a cardiologist. To produce such a 
need oriented book for different levels deserves con¬ 
gratulations. I am particularly impressed by the 
authors care to give full Attention to basic clinical 
methods and physical examination in CV-mcdicinc. 
Most of the graphs and photographs in the book are 
authors own collection which deserves apprecia¬ 
tions. The get up, illustrations, coherence are in 
perfect order. Modern methods in Cardiology have 
been very well dealt with. 

Dr. Mohmmad Yousif 

Prof & Head. Dcptt. of Medicine 

G.M, College Sgr. Kashmir 

Dr K Verma deserves full credit for writing 
this book It is indeed a great achievement writing 
on a subject so vast. The book runs into 40 chapters 
in two parts. Part one deals with the clinical prob¬ 
lems and their management. Part two mainly cov¬ 
ers procedures, particularly invasive, related to di¬ 
agnosis and treatment of various cardiac conditions. 
The pattern of the book is problem-oriented. This 
would benefit undergraduates as well as post gradu¬ 
ates. 

The author has gone to a considerable extent 
in simplifying the interpretation of clinical and in¬ 
vestigative findings, making it easier for the stu¬ 
dents to understand them. The chapter dealing with 
basic clinical methods is highly informative. The 
author has really devoted his effort in explaining 
difficult terms by illustrations and photographs. 

There is one useful appendix dealing with nor¬ 
mal hemodynamic and cchocardiographic data. Con¬ 
siderable effort must have gone in compiling 
cchocardiographic data in children according to 
weight-which will come handy in interpreting test 
results. 

However there are some shortcomings. Typo¬ 
graphical errors and wrongly labelled illustrations 
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would need a through errata. 

This is a good starter for aspiring Cardiology 
fellows too, in view of comprehensive coverage of 
nearly all the aspects. 

Dr. Khurshid Iqbal MD, DM 

Associate Prof. Cardiology Deptt. 

SKrMS Sgr. Kmr. 

International Medical Graduates in U. S. 
Hospitals: A Guide for program Directors and 
Applicants. 

Edited by Faroquc A. Khan. Lawrence G. Smith 
American College of physicians Independence Mall 
West 6th Street at Race Philadelphia. PA19106-1572 
215-351-2600, 800-523-1546. 

The international medical graduates (IMGs) fill 
more than 60% of the Internal medicine residency 
positions available in the medical schools of New 
York They come from varied social, religious and 
ethnic background, which could be the cause of “ini¬ 
tial discomfiture” in the alien land. This guide 
would go in a long way in reducing the adjustment 
problems of the new work place. The book gives use¬ 
ful tips and information about acculturation, orien¬ 
tation and other programs concerning IMGs. The 
first part of the book opens the rooms for a new 
comer to USA. The second part gives a precise and 
authentic information about the medical programs 
outside USA in 15 countries including India and 
Pakistan, which together form a substantial num¬ 
ber of those applying in the U. S for residency posi¬ 
tions. This should make the various program direc¬ 
tors more prepared to deal with their pupils. We 
strongly recommended this book for anyone inter¬ 
ested in pursuing a career in clinical medicine in 
the United Stated. It gives information about visas 
and migration laws. The editors of this book have 
put enough efforts to collect a lot of information 
and present it in a precise way. This book needs to 
be updated every 3-4 years. 

Dr. G M. Malik MD, FACG 
Asstt. Prof. Dcptt. of Medicine 
Dr. Zaffar Abbas MD 
Dcptt. of Pharmacology 
GMC, Srinagar, Kashmir 
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Prof. Gh. Jeelani Mufti 
MD, FRCP, FRCP (Path) 
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Dr. Mufti delivering a lecture at GMC, Srinagar 
(Nov. 1996) 

Born: Ra/.ckadal. Srinagar. Kashmir 1949. 
Education: 

- MBBS From Govt. Medical College Srinagar 
Kashmir. FRCP Path. 1973. 

- MD FRCP, from Oxford University (UK) 
Experience: 

Assistant professor Haematology, King’s College of 
Medicine and Dentistry London. Worked as lecturer. 
Professor Haemato oncology at King's College of 
Medicine and Dentistry London since 1995 
Publications: About 300 papers published in vari¬ 
ous international journals of Medicine, Haematology 
etc. 

Author: Four books on Haematology and oncology, 
the last one is on Myedodysplastic Syndromes. 
Editor: Leukemia Research Journal (UK) He is 
member of editorial Boards of many journals pub¬ 
lished from UK. 

Present field of interest: Gene therapy in Leuke¬ 
mia. 

Guest Lectures: Given dozens of lectures at vari¬ 
ous places at UK, various countries in Europe and 
India. Recently gave a lecture at G.M. College 


A view of the audience 

Srinagar on ' Gene therapy in Leukemia Also de¬ 
livered a guest lecture at PGI Chandigarh 

From the editor: 

Professor Gh. J. Mufti happens to be my class fel¬ 
low during MBBS and a dearest friend. He was one 
of the best students and got many positions in vari¬ 
ous MBBS examinations. He is a hard working, hon¬ 
est, dedicated doctor. It is because of his hard work 
and intelligence, he has got the prestigious posi¬ 
tion in one of the eminent colleges of UK at the age 
of 45 years. He is the first Kashmiri doctor and 
among the few scientists from SARC countries who 
has succeeded not only to achieve this position but 
to deal with the new techniques and modality of 
treatment in Onco-Haematology and Gene Therapy 
Although he is physically at UK. but he has a feel¬ 
ing for his people and country, and wants to get an 
opportunity to contribute his services to Medical 
Education, patient care and research in Kashmir I 
wish him all the success and may God give him op¬ 
portunity to contribute some services to his people 
here also. 

Dr. G M Malik 
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Communications to Editor 
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ELSEVIER 

SCIENCE 

Dr. G.M. Malik, MD., Facg 
Editor-in-chief 
"JK Practitioner 
P.O. Box 884 
GPO Srinagar 190001 
INDIA 

Dear Dr. Malik, 26 November 1996 

Re: JK Practitioner 

Thank you for the sample issue of the above, and for your interest in having this journal included among 
the collection of biomedical periodicals currently screened and indexed in EMBASE, the Excerpta medica 
database. 

This issue has been examined with interest by our Journals' Advisory Committee and 1 am pleased to 
inform you that your journal has been accepted for inclusion in EMBASE from 1997. As we are sure that 
being indexed in our database represents good value to you as a publisher, please consider granting us a 
complimentary subscription for this purpose. In confirmation, please sign the attached form and return it 
to me at your earliest convenience. 

Also, in order to expedite the processing of future issues, a single copy of each issue should be sent, as 
soon after publication as possible to the address given on the form. 

An announcement in your journal that this is now being covered by EMBASE, the Excerpta Medica data¬ 
base from 1997 would be appreciated. 


Secondary Publishing 
Division 

Excerpta Medica 
P.O. Box 2227 
1000 CE Amsterdam 
The Netherlands 


Yours Sincerely, 
OSCAR MENDONCA D/AS 
Data Capture A Source Acquisition 

Dear Dr. Malik, 

I continue to enjoy your journal JK-Practitioner. In this short period of two years I see a definite improve¬ 
ment in this publication You have fulfilled one of the greatest needs of the physicians of our State. Your 
hard work is commendable. 


Sincerely 
Dr. Iftikhar Ahmad 
M.D. FACC 
St. Anthony Professional Bldg. 
60S N.00, 9th Street, Oklahoma 
City, Ok 73102 405/8 72-8383. 

Dear Dr. Malik, 

Wc congratulate you and convey our good wishes for your esteemed magazine has been included in the list 
of internationally reputed Medical Journals. We arc happy that your magazine has come upto the interna¬ 
tional standards and has ihereased the prestige of the Medical Professionals in general and that of our state 
in particular. 

Thanks. 

Sincerely Yours 
Project Director. 
Prime Medical/Dental College 
Srinagar 
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Obituary 


On behalf of Editorial stafT of JK-Practitioncr 
we express deep condolences to the bereaved fam¬ 
ily of Dr Subrab Dram and Dr. Mohammad Yaseen 
(brother of Dr. Ab.Ahad, Anatomy Deptt > who died 
in Nov. 1996 in an air crash at New Delhi. Also pay 


our condolences to bereaved family of Dr. Ansari 
who died in U K. in December, 1996. 

May God give peace to their soul. 

EDITOR. 


News from office of the Editor 


1) The journal is now indexed by Exccrpta Medica 
(EMBASE) database, from January, l" 7 - Wc 
request our contributors Jo send their articles 
on a floppy disk (Wordstar or Pagemaker) with 
two copies of print out, so as to process their 
articles quickly for acceptance. 

2) Send your Mail to our P.O. Box No. 8S4 GPO 
Srinagar Kashmir-190001, don’t send registered 

letters to our post box. No. 

3) We need honorary Assistant Editors in states/ 
countries for correspondence as well as for re¬ 
view of articles. Please send your CV I and a 
Photograph for acceptance. 

4) We also advertise various agencies for market¬ 
ing of our journal in the country and abroad. 


Please send your applications alongwith neces¬ 
sary conditions for our acceptance. 

5) A well trained full time Male/Female candidate 
with Diploma in journalism/computeronics is 
needed for our office. Send your applications to 
our Post Box immediately. 

6) If a subscriber docs not get the journal within 3 
months, please send us a letter or directly col¬ 
lect the copy from our office. 

7) Eminent doctors in Medical field arc requested 
to send their review/editorial articles and if ac¬ 
cepted will be given special prizes accordingly. 

Marketing Managci. 


All consultant editors of JK Practitioner are requested 
to send in their brief bio-data (about 50-100 words) 
mentioning the present assignment, activities and 
achievements alongwith one passport size photograph. 
We intend to publish these "write ups" in future issues. 

Editor 

JK Practitioner 
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DOCTORS KEEP IN TOUCH WITH THE WORLD OF MEDICINE WITH JK-PRAC- 
TITIONER, the international journal of current medical science and practice, published 
quarterly from Srinagar - Kashmir. (India) 

Includes- 

Original Articles:- Relating to clinical research. Also an opportunity for you to con¬ 

tribute genuine and authenticated research articles in any field of 
medicine. 

Experimental Medicine:- Animal studies highlighting basic medical research relevant to 

clinical sciences. 

Case Reports:- Highlights rare cases to broaden your horizon and sharpen your 

clinical acumen. 

Reviews, Guest Articles On current concepts, controversies and therapies to keep you 
and Special Articles:- update. 

Practitioners Column:- To enlighten the general practitioner on issues concerning him in 

every day practice. 

Besides, regularly includes topics like overseas diary, doctor-patient relationship, book 
reviews, journal scan, etc., to give you valuable information 

THE BEST WAY TO KEEP UPDATE. 


1000 



Subscription Rates 
(India) in Rupees 

1 yr. 3 yrs. 

Personal Rate 200 | 550 


Standard Rate 


Reduced Rate 


Standard rate is for Institutions and 
Libraries. 

Reduced rate is for undergraduate 
students, interns and those under¬ 
going post graduate courses 

Foreign 


Gulf Countries 


Rest of the world 


SUBSCRIBE 


The fajgnutfinruJ Journal of 

JK-PRACTITIONER Medical Science & Practice 


Name__ 

Address 


100 SR 

275 SR 

SUS 70 

$US 200 


Institution/Hospital_ 

Please tick box 

□ Yes send me JK-Practitioner 

□ Personal □ Standard □ Reduced 

CD I enclose a cheque/bank draft payable to the 
editor, JK Practitioner at Srinagar. (SBI, JK 
Bank or Grindlays Bank) 

Expiry date_ 

Signature_ 

Date 


Please return this order form to Dr. G.M Malik P.O Box 884 GPO 

Srinagar 190001 (Kashmir) 
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Anticoagulant therapy 

that’s time tested ... and trusted 

Anticoagulant range from (J® 

/ ' For general anticoagulant therapy ~7 
Beparine 5000 I.U / ml _/ 

For low dose prophylaxis ~7 

Bep arine 1000 I.U / ml _/ 

For percutaneous heparin therapy / 

/ Beparine Cream _/ 

/ The* oral anticoagulant of choice " 7 
D inde van ( Phenindione 50 mg ) / 

/ The specific heparin antagonist 7 

Protamine Sulphate 7 For further information 
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Biological E. Limited 
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^- J Hyderabad 500 020 
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Information to Authors 
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Minimal Access Surgery 
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Conventional open surgery entails open access 
to the diseased organ In this respect, adequate ex¬ 
posure is essential for the safe and expeditious con¬ 
duct of surgical operations. In addition to the 
wound, retraction of the parictics often forceful, is 
required This open conventional approach has cer¬ 
tain intrinsic disadvantages which, to a large meas¬ 
ure. influence the immediate postoperative course 
and delay patient recovery following treatment.' 

1 In the first instance open exposure incurs addi¬ 
tional trauma. In functional and some ablative 
operations, this exceeds the tissue damage 
inherant to the procedure itself and is reflected 
by the severity of the postoperative catabolic re¬ 
sponse. 

2. Postoperative pain is largely caused by the pa¬ 
rietal wound Pain limits mobility and respira¬ 
tory excursion and thereby contributes to post¬ 
operative complications. 

3. The breach of the milieu interior' results in 
cooling of the patient and the internal organs, 
which lose water by evaporation. The cooling 
effect is especially important in children and 
the elderly. 

4. Retraction by metal implements can cause inju¬ 
ries to the solid organs during abdominal sur¬ 
gery and also the prolonged retraction impairs 
tissue prefusion of the compressed tissue. 

5. The breach of the delicate serosal lining to¬ 
gether with the gross manipulations lead to ad¬ 
hesion formation, which in abdomen may lead 
to long term intractable problems with recur¬ 
rent intestinal obstructions. 

6. Finally the operative wound is itself the source 
of significant morbidity in terms of infection - 
dehiscence and subsequent incisional hernia for¬ 
mation. 

The essential attributes of mininal access sur¬ 
gery are reduction of the trauma of access without 
compromising exposure of the operative field. The 
alternative, more popular term “minimal invasive 
surgery” popularized by Wickham is less appropri¬ 
ate as surgery is always invasive and there is a poor 
correlation between invasiveness and risk. 1 

Minimal access surgery minimizes the trauma 
of access not only by virtual abolition of the wound 
but also by permitting the execution of complex op¬ 
erative procedures within a closed physiological 
environment in a delicate fashion with the use of 


microinstruments and aviodancc of abdominal wall 

retraction to achieve exposure. 

In miminal access surgery, the overall trau¬ 
matic assault on the patient is curtailed drastically, 
and as a result of this recovery to full activity is 
markdcly accelerated This is the most important 
benefit of the new approach and far outweighs the 
diminished cost of hospital treatment of minimal 
access surgery. 

There arc additional advantages which impart 
undoubted benefit. There is virtual abolition of all 
wound related complications, early and late. An¬ 
other important advantage of MAS is the signifi¬ 
cant reduced contact with the patients blood during 
the course of the operative procedure, thus reduc¬ 
ing the risk of transmission of viral disease such as 
hepatitis B and AIDS is both real and timely. The 
other perceived benefits include a reduction of the 
common postoperative complications associated 
with recumbency and pain, such as postoperative 
pulmonary collapse, chest infections and deep vein 
thrombosis. There is also a distinct impression 
among many endoscopic surgeons that adhesion for¬ 
mation is greatly reduced by minimal access sur¬ 
gery. 

MAS iias wide spectrum of the existing surgi¬ 
cal specialities and involves several approaches: 

1. Laproscopic 

2. Thoracoscopic 

3. Endoluminal 

4. Perivisceral endoscopic 

5. Combined 
1 Laproscopic 

There is little doubt that laparoscopic 
cholecystectomy is rapidly becoming the standard 
method of treatment of gallstone disease, applica¬ 
ble to over 90% of patients 1 . Several other abdomi¬ 
nal procedures can be done laparoscopically. No 
doubt, with improvement in instrumentation and 
ancillary technology the scope of laparoscopic sur¬ 
gery is being extended further. 

2, Thoracoscopic sureerv 

The benefits accruing from the avoidance of a 
thoracotomy by the established thoracoscopic pro¬ 
cedures are even greater than those derived by 
laparoscopic surgery. 

3, Endoluminal surgery 

This is applicable to the upper and lower 
reaches of the gastrointestinal tract. Examples in- 
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elude, endoscopic sphincterotomy, endoscopic 
mucosectomy for early gastric cancer. Transanal 
endoscopic microsurgery for rectal tumours and rec¬ 
tal prolapse 4 . 

4. Perivisceral endoscopic dissection 

This approach differs from the previous ones 
in that dissection is conducted within loose areolar 
tissue planes in the absence of a natural cavity. Ex¬ 
ample of this technique include rctropcritioncal sur¬ 
gery for denervation procedures such as lumbar sym¬ 
pathectomy. nephrectomy, and mediastinal 
endoscopic dissection of oesophagus. 

5. Combined approaches 

There is little doubt that the future lies in the 
use of combined approaches: minimal access com¬ 
bined with open surgery and combined minimal ac¬ 
cess interventions. Currently the former is used to 
perform ocsophagectomy with cervical anastamosis 
and laparoscopic assisted colecton>y. 

Like all advances in clinical practice minimal 
access surgery has created new problems. In this 
context the lack of direct handling of tissues, with 
the loss of tactile feedback so important to the sur¬ 
geon in the evaluation of the local pathology and 
orientation is obvious. Another problem is the con¬ 
trol of bleeding and also increased iatrogenic 
intraoperative injury exemplified by the higher in¬ 
cidence of bile duct damage during laparoscopic 


cholecystectomy. In general procedures performed 
by the new approach require more technical exper¬ 
tise and are slower to perform. 

Finally developmental requirements include 
improvements in light delivery systems, three di¬ 
mensional television imaging, better surgical instru¬ 
mentation: ultrasound probes for internal and ex¬ 
ternal scanning: stapling devices and tunable, port¬ 
able solid stale diode lasers. In addition however, 
adequate prospective evaluation of MAS procedures, 
established or new. must be undertaken in the ma¬ 
jor academic institutions. 

NA Wani MS, FRCS 
OJ Shah MS 

Department of Surgery.SK/MS, Srinagar Kmr 
Address for Correspondence: Dr. S. A. Want 
Bypass Crossing. Hyderpora, Srinagar (Kmr) 
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Chronic Fatigue Syndrome-Neuropsychological Perspective 


Chrome fatigue syndrome (CFS) is a disorder 
characterised by debilitating fatigue lasting for at 
least six months in association with other physical, 
constitutional and neuropsychological features. The 
diagnosis of chronic fatigue syndrome is established 
after exclusion of other disorders known to produce 
symptomatology similar to that of chronic fatigue 
s> ndromc 1 . The etiology of CFS is a debatable is¬ 
sue. A host of candidate viruses incriminated in the 
pathogenesis of chronic fatigue syndrome includc:- 
Human Herpes viruses I & II. Human Herpesvirus- 
3 (Varicclla/ostcr virus). Human Herpesvirus-4 
(Lpstcin-Barr virus). Human Herpes virus-5 
(C> lomcgalovirus). Human Herpesvirus-6 and 
Retroviruses*. In addition, enterovirus and 
coxsackievirus have also been implicated in the 
actiopathogcncsis of chronic fatigue syndrome. Vi¬ 
rus may initiate CFS by i) direct invasion of the 
brain and spinal cord ii) invasion of the peripheral 
nervous system or the neuromuscular junction iii) 
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invasion of the immune system with consequent 
alterations in the synthesis or release of 
Ivmphokincs and cytokines. Various neuropsycho¬ 
logical observations made in patients with CFS in¬ 
clude' \ 

a/ Intact intellectual functioning 
b/ Intact receptive functions 
c/ Mental activity 

i) Delayed reaction times 

ii) Slowed information processing 

Slowed information processing is more appar¬ 
ent on complex cognitive tasks which require 
divided attention over a lengthy period and in 
which interference or memory load is increased, 
d) Memory generally tends to remain intact in pa¬ 
tients with chronic fatigue syndrome, 
c) Cognitive functions usually remain intact in 
CFS. However, cognitive functions have been 
found to be impaired in patients of chronic fa¬ 
tigue syndrome with coexistent depression. Be¬ 
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sides depression, impaired cognitive perform¬ 
ance in patients of CFS is attributed to emo¬ 
tional stress and fatigue. 

As already mentioned, aetiology of chronic fa- 
ticuc syndrome is an enigma. Moreover, no rcla- 
i,on has found between biological assays and evoked 
response potentials to neuropsychological task 
performance in chronic fatigue syndrome. The bio¬ 
logical assays performed in such eases include the 
Vip antigen, antibodies to the Epstcin-Barr and 
Coxsackie viruses, cnteroviral genomic RNA se¬ 
quence in muscle and mitochondrial abnormalities’ 
Evoked response potential studies in patients with 
chronic fatigue syndrome have conflicting results. 
The predominant abnormalities observed in CFS in¬ 
clude impaired attention and information process¬ 
ing 6 . 

Immunological abnormalities to have been 
variable in patients of chronic fatigue syndrome. 
These abnormalities include hypogamma¬ 
globulinemia, normal to elevated suppressor/ 
cytotoxic T-cell functioning and decreased T cell 
cytotoxicity. It is presumed that synthesis of inter¬ 
feron (INF) is decreased in CFS as IFN enhances T 
cell cytotoxicity, natural killer cell function, histo¬ 
compatibility leukocyte antigen expression and 
macrophage activity. Some researchers have docu¬ 
mented depression of cell mediated immunity as is 
obvious from decreased lymphoproliferative re¬ 
sponses and INF-Y production after 
phytohemagglutinin stimulation in patients with 
CFS. Cheney reported elevated levels of intcrleukin- 
2 in patients with CFS. It has been postulated that 
elevated levels of interlcukin-2 may contribute to 
fatigue in chronic fatigue syndrome 7 . 
Electrophysiological studies in chronic fatigue syn¬ 
drome have been unremarkable except for the pres¬ 
ence of increased jitter without impulse blocking 
on single-fibre electromyography*. 

There is no characteristic neuroimaging param¬ 
eter specific for chronic fatigue syndrome. Features 
observed on Magnetic Resonance Imaging include 
focal hyperintensity on T2WI in the white matter, 
punctuate foci in upper centrum semiovale. and 
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parasagittal regions 1 . All aforementioned features 
are suggestive of CNS inflammation and lack 
specificity in view of their presence in other 

dcmyelinating disorders. 

Functional neuroimaging in chronic fatigue 
syndrome has been chiefly restricted to the estima¬ 
tion of resting regional cerebral blood flow by mak¬ 
ing use of"“Tc-hexamcthyl cpropyleneamincoximc 

( Wb Tc-HMPAO) single photon emission computed 
tomography. The observations made from such stud¬ 
ies have revealed mild diffuse brain hypoperfusion, 
predominantly involving frontal lobes, basl ganglia, 
thalamus and brainstem*. 

Parvaiz A Shah, ConsuUant Neurologist 
A Na/ae, Professor of Medicine 
Department of Medicine, SMHS Hospital 
Srinagar Kashmir (India) 
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Trans Telephonic Electrocardiographic Monitoring (TTEM) 

JK Practitioner 1997: 4(2):69-7 / 


Coronary Artery Disease is the scourge of mod¬ 
ern times It is the number one killer today. The 
incidence in India is as high as in the West. Indi¬ 
ans as a people arc particularly prone to severe form 
of disease at relatively younger age. About 60% of 
deaths after Acute Myocardial infarction occur dur¬ 
ing the first feu hours after the attack. There is a 
mortality of about 10-20% in the first month after 
admission in the hospital 

There is an express need to take remedial meas¬ 
ures to reduce the mortality due to acute cardiac 
events. Tele-medicine (Tele Cardiology) aims to cut 
down the time dcla> in patient-hospital communi¬ 
cations and delivery of critical medical care Trans 
Telephonic Elcctrocardiography Monitoring 
(TTEM) is an essential step in this direction 

For ensuring effective Cardiac/Coronary care, 
there arc .1 essential principles - 
I. Availability of comprehensive up to dale medi¬ 
cal formation. 

2 Availability of interactive communication and 
immediate means to human help 

3 Immediate availability of trained mobile medi¬ 
cal personnel. 

Scope of TTEM 

The Trans Telephonic ECG (TTECG) technique 
was applied in the beginning of the century 1 when 
Einthoven first time investigated transmission of an 
ECG over a telephone line in 1906. In 80 s fast de¬ 
velopment took place in this area of investigation. 
Sodi Pallors in 1984. introduced this technique m 
Mexico using one lead transmission. The clinical 
application was extended in the last two decades, 
with routine use in patients with pacemakers 36 . 

Earlier studies about TTEM were based on 
Cardiobccpcr of 1.2 or 4 leads* * in the last few years 
reports with 12-lead beepers have come' 011 . 

Life long TTEM is recommended in patients 
with pacemakers to detect possible battery deple¬ 
tion. lead or electrode malfunction that may need 
reprogramming or battery replacement 3 . It is also 
recommended to follow patients with Automatic 
Implantable Cardioverter Defibrillator (AICD) 1 ; 
other important applications are of arrhythmias that 
arc difficult to delect by Holler, follow up of 
arrhythmia treatment for transient symptomatic 
event detection' 6 , evaluation of sy ncope and in pa¬ 
tients with high risk of sudden cardiac death' 7 . 


TTEM is also utilized is Ischemic Heart dis¬ 
ease. from the prchospitalry diagnosis until the fol¬ 
low up of patients with cArly discharge after 
Myocardial infarction, high risk patients, patients 
with home rehabilitation program after Myocardial 
infarction, after Coronary Artery Bypass Graft and 
after PTCA" ". 

The importance of the leads 13 ECG is known 
in the diagnosis of acute or chronic ischemia in 
acute Myocardial Infraction 1 ' 1 '. Two studies on re¬ 
viewing the impact of the iranslclcphonic transmis¬ 
sion of 12 leads ECG obtained in the preadmission 
phase of patients with acute myocardial infarction 
concluded that this methods avoids delay in the ar¬ 
rival of the patients to the hospital, and reduces lime 
delay to begin thrombolytic therapy' 0 ". In Post Ml 
period TTEM improves quality of life and helps to 
reduce the first year mortality**'". 

In a study from Israel. Alejandro cl al con¬ 
firmed the reliability of 12 leads cardiobccpcr in 
comparison with conventional ECG The selected 
patients showed different clcctrographic diagnosis 
that included normal ECG. acute myocardial 
infarction, conduction disturbances. AV blocks etc 
In both methods the diagnosis were identical in 90% 
of the eases The different diagnosis were between 
a normal ECG and early rcplori/alion. which is a 
variant of normal ECG 1 " In the other patient the 
difference was between incomplete left bundle 
branch block and an old antcroscptal myocardial 
infarction, this difference is also acceptable because 
both arc characterized by an absent R wave in the 
prccordial leads. VI-W". A Mild axis deviation 
had been observed in the TT ECG methods com¬ 
pared with the conventional 12 lead ECG 

Another study from Israel by Benhorin J cl al 
showed that TT ECG accurately records R wave 
Amplitude (RWA) and lime related measurements 
as compared to conventional 12 lead ECG. 

Study by Dr Javier Alexis Alccdo cl al (1994) 
was aimed al detecting electrocardiographic abnor¬ 
malities in general population in Mexican Repub¬ 
lic. It included 1062 subjects (Males 811. Females 
211). 1993 TTECGs were analysed, it was found that 
28% of population had abnormal ECG finding like 
supraventricular and ventricular ectopics. Bundle 
Branch Blocks, first degree AV Blocks and Ischemic 
ST-T changes. 19 eases (4 7%) needed hospi¬ 
talization based on this survev. 


69 


Vol. 4 No. 2. April - June 1997 


jK - PRACTITIONER 


The easy to use cleclrodcs have been developed 
for convenient use and proper contact, without any 

for any adhesive tape, slicking material or jelly. 
;1u«r electrodes come in 2-armp.ts and the 3rd 
l * is luc kcd under wasteband for recording 9-lcad 
FCGs Palicnl can do this himself in his home or 
office without help of an aide or paramedical staff. 

Earlier beepers recorded I or 2 leads and were 
useful in monitoring cardiac rhythm, now 9 and 12 
lead records arc available, the latter having a lead 
bv lead display on the small screen on the beeper 
for instant diagnosis of any rhythm disorder or ST 
segment deviation or any other electrocardiographic 

observation. 

TTEM at Escorts Heart Alert Centre 

The Escorts Heart Alert Centre (EHAC) has 
been established to provide a 24-hours Trans-Tcl- 
ephonic Electrocardiographic Monitoring (TTEM) 
service. EHAC. had brought the latest technology 
of Tele-medicine in collaboration with Heart Re¬ 
search International. The EHAC is easily accessi¬ 
ble through hot Lines and Fax-lines to the patients 
with high risk fo< heart attacks, to patients with 
known CAD and to physicians, within or outside 
India. It is possible to transmit anyone's Electro¬ 
cardiogram data (ECG) through any ordinary tel¬ 
ephone line. The ECG is transmitted through a so¬ 
phisticated but simple to use Cardiac Beeper. Per¬ 
son registered in the EHIRC is given a Cardiac 
Beeper which he keeps with him like any ordinary 
pager. When the person feels chest pain, discom¬ 
fort or palpitation, he places the Cardiac Beeper on 
his chest and by simply pressing a button records 
his ECG in (in 50 seconds). Then he dials Escorts 
Heart Alert Centre (Phones 6921501-04) and by 
placing the beeper near the mouth-piece of the tel¬ 
ephone transmits his ECG (within 25 seconds) to 
the EHAC. His ECG is promptly evaluated on the 
monitor screen in the Heart Alert Centre. In ease 
there is no abnormality, the person would is reas¬ 
sured. If. the ECG is abnormal, he is accordingly 
advised. In ease it is feasible a ‘Mobile CCU van 
is rushed to him. 

The MCCUs Vans are equipped with all the ad¬ 
vanced life support systems, including Ventilator. 
Pacing and Intra-aorlic Balloon Pump Life saving 
drugs and specially trained medical personnel arc 
on-board. These mobile MCCUs arc tele-linked lo 
Heart Command Centre for transmission of patient's 
data during the transport. 

Heart Command Centre is a super CCU with 
all the sophisticated supportive and investigative fa¬ 
cilities. Patients needing primary PTCA or Emer¬ 


gency CABG arc provided that round the clock o 
save the muscle in jeopardy. The thrust is on pro¬ 
viding immediate critical care It is expected tha 
with these fast-track intervention the present mor¬ 
tality of Acute Ml can be substantially reduced. 

It is hoped that patients having other acute car¬ 
diac events like life threatening tachyarrythmias or 
bradyarrhythmias can be diagnosed and managed 
in time. 

Future . 

TTEM in India is at its initial state. With time. 

its availability and utility to patients shall increase. 
TTEM has opened new frontiers for care of the criti¬ 
cal ill and potentially critical patients-who can now 
communicate their Electrocardiographic data and 
seek immediate advice just by dialling a phone 
number. 

//. S, Hiss am Ml). DM. E!C\. VC CP. IIMS I 
Consultant Incharge. 

Escorts Heart Men Centre. 

Escorts Heart Institute £ Research Centre. 

\ew Delhi 
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Transjugular Intrahepatic Portosystemic Shunt: A Review of The Current 
Status 


JK Practitioner 1997; 4(2):72-75 


Suhail Q. Allaqaband M.D. 

Variccal bleeding is a major complication of 
portal hypertension and the treatment of life threat¬ 
ening variccal hemorrhage is a complex issue. 

The non-operative therapy for vcriceal bleed¬ 
ing includes pharmacotherapy like vasopressin, 
sclerotherapy, variceal banding and mechanical 
compression with tamponading balloons. Recently 
the introduction of transjugular intrahepatic 
portosystemic shunt (TIPS) has added another ap¬ 
proach for the treatment of vericcal hemorrhage. 
TIPS is a nonsurgical intrahepatic shunt connect¬ 
ing the hepatic and portal veins. It was developed 
to relieve portal hypertension without the morbid¬ 
ity and mortality of an open surgical procedure. It 
may find its most immediate application in emer¬ 
gency treatment of active variceal bleeding refrac¬ 
tory to standard medical and awaiting liver trans¬ 
plantation who bleed from varices. 

Historical Background 

The feasibility of intrahepatic portosystemic 
shunt was first demonstrated by Rosch in pigs in 
1969. 1 In 1982, Colapinto et al 2 reported the first 
clinical use of TIPS to treat a Cirrhotic patient 
bleeding from varices. A 12-mm diameter 
angioplasty balloon was left inflated for 12 hours 
between the hepatic and portal veins: when the bal¬ 
loon was deflated, a tract persisted and portal pres¬ 
sure dropped by 20 percent. 

In 1985. Palmaz et al J began investigating bal¬ 
loon expandable metallic stents for TIPS. In 1991. 
Zcmel et al 4 used Palmaz stents in the first series of 
stented shunts reported from the United States. Sub¬ 
sequently in 1992, the use of wallstents to perform 
TIPS was described in 13 patients who had intrac¬ 
table variccal bleeding while waiting liver planta¬ 
tion. The procedure effectively reduced portal pres¬ 
sure and controlled bleeding until transplantation 
could be done. 

Indications and Contraindications 

The two widely accepted indications for TIPS 


arc acute variceal bleeding that cannot be success¬ 
fully controlled with medical treatment and recur¬ 
rent variccal bleeding in patients who are refrac¬ 
tory or intolerant to conventional medical manage¬ 
ment. 

Additional indications that arc unproven but 
promising uses of TIPS include therapy for refrac¬ 
tory ascites, portal decompression for patients suf¬ 
fering from hepatic venous outflow obstruction 
(Budd-Chiari-Syndrome) and hepatorenal syn¬ 
drome. 

Absolute contraindications for TIPS placement 
are failure in right side of the heart with marked 
elevation of central venous pressure, polycystic liver 
disease and serve hepatic failure. Relative 
contraindications include active intrahepatic or sys¬ 
temic infection, severe hepatic encephalopathy 
poorly controlled with medical therapy, 
hypcrvascular hepatic tumors and portal vein throm¬ 
bosis. 

Technique 

The basic technique of TIPS insertion is well 
described. The hepatic vein is catheterizcd by the 
transjugular route under local anaesthesia and in¬ 
travenous sedation. A needle is then passed from 
the hepatic vein, through liver substance and into 
the portal vein. Many operators use real time 
ultrasonography to guide the needle in to the portal 
vein to avoid puncturing the liver capsule. Some 
use ultrasound before starting to identify the por¬ 
tal vein bifurcation and tape a metal marker to the 
skin. Once the portal vein branch has been entailed 
a guide wire is passed and a balloon catheter is then 
used to dilate the intrahepatic track. Finally a metal 
stent is inserted to maintain shunt patency. The aim 
is to decompress the portal circulation while main¬ 
taining hepatoportal flow. The portal venous pres¬ 
sure should fall by about 10 mm Hg after the proce¬ 
dure or to as level of less than 12 mm hg. If this is 
not achieved insertion of a parallel shunt may be 
required. 
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Fig . I: 

Diagrammatic representation of the transjugular 
intrahcpatic portosystemic shunt (TIPS) technique. 
(A) The sheathed Colapinto needle is advanced out 
of an hepatic vein into a portal branch. Varices arc 
present. (B) A guidcvvirc is advanced through the 
needle into the splenic vein. (C) The parenchymal 
liver tract is dilated using an 8-mm baloon 
angioplasty catheter. (D) A metallic stent is de¬ 
ployed within the shunt tract. (E) If numerous 
varices remain after the shunt is dilated to 10 mm 
diameter and the portosystemic gradient remains 
significantly elevated, then a second TIPS is con¬ 
structed. 


Vol. 4 No. 2. April - June 1997 






JK - practitioner 



K Technical success rates range from 95-100 per¬ 
mit leaving a individual portal pressure gradient 
f 9-15mm Hg. Clinical success in controlling acute 
or recurrent variccal hemorrhage is observed in 81- 
04 percent of patients and significant reduction in 
ascites has been reported in 50-83 percent. Overall 
long term survival following TIPS ranges from 74- 
89 percent at one year and has been estimated at 62 
percent at two years. 

Recurrent gastrointestinal bleeding TIPS has 
been observed in 18-31 percent of patients. 

Complications after TIPS: 

-Occlusion and Stenosis 

The main factors limiting widespread accept¬ 
ance of TIPS is the concern about long-term patency 
of the shunt. In the largest series reported to date, 
the cumulative probabilities of shunt stenosis or oc¬ 
clusion at one year was 33 and 15 percent respec¬ 
tively 5 . ... 

Shunt malfunction can be diagnosed by doppler 

ultrasonography. Follow-up hepatic venography had 
shown shunt stenosis rates of 45 to 73 percent at 
six months and 59 percent at two years. Stenosis or 
occlusion occurs most frequently at the hepatic vein 
and/or within the shunt itself due to pseudointimal 
hyperplasia. 

Stent occlusion can be corrected by balloon 
angioplasty or by introducing a second stent inside 
or along side the first. The likelihood of further 
occlusion is as high as 50 percent. 

Early shunt thrombosis is rare but has been de¬ 
scribed. Low stent flowing leads to thrombosis. Pro¬ 
phylactic heparin may be used to prevent this com¬ 
plication. but there is no firm evidence to support 
this. 

-Portosystemic Encephalopathy 

The rate of portosystemic encephalopathy af¬ 
ter TIPS is very variable ranging from no signifi¬ 
cant increase to 35 percent. Part of the variability- 
may be due to differences in the severity of liver 
disease prc-TIPS. Diminished hepatic perfusion 
from diversion of portal venous blood has been sus¬ 
pected as a contributory factor. 

-Other Complications 

Intrapcritoncal bleeding is the most feared 
complication of TIPS insertion. The risk of 
intraperitoncal bleeding has decreased in recent 
years due to the use of ultrasonography to visualize 
the portal vein. 


Central venous pressure rises after TIPS and 
heart failure has been reported as a procedure re¬ 
lated complication. 

Hemobilia has been reported in about 1-4 per¬ 
cent of the patients. 

Stent dislocation or embolization appears to 
more common with Palmaz stent. 

The most frequent acute complication after 
TIPS is fever which may require antibiotic treat¬ 
ment in up to 30 percent of cases. 

Hemolysis is a recognized complication of 
TIPS. The mechanism is most probably re’atcd to 
mechanical trauma to the red blood cells as they 

pass through the shunt. 

Renal failure is relatively uncommon after 
TIPS but has been reported. Pre-existing renal dys¬ 
function and the use of large volumes of intrave¬ 
nous contrast media arc risk factors. 

Increases in bilirubin and transaminases are 
common after TIPS but they occur immediately af¬ 
ter insertion and tend to improve with time. 

Conclusions 

The precise role of TIPS in the management of 
portal hypertension continues to evolve. Currently 
the main indications for TIPS arc: 

1. Emergency treatment of bleeding 
esophageal varices when endoscopic meth¬ 
ods have failed. 

2. Bleeding gastric varices. 

3. Therapy for bleeding before liver transplant. 

Though the procedure related morbidity and 

mortality appear to be lower for TIPS than for con¬ 
ventional surgical shunts, the lack of durability has 
emerged as a major problem. The reported one-year 
primary patency rates range from 25 to 66 percent. 
Currently, a sonographic evaluation for patency is 
being recommended at 24 hours after TIPS and three 
to six month intervals for the first year. Subse¬ 
quently. routine follow-up should be performed at 
six to nine month intervals if any signs of shunt 
dysfunction arc encountered, then TIPS venography 
should be performed. 

In conclusion, controlled trials against current 
optimal management need to be performed before 
TIPS is used routinely. At present it appears to be a 
valid alternative for managing patients with acute 
or recurrent varicea) bleeding who have failed 
sclerotherapy, and it holds promise for managing 
intractable ascites. However, if the problem of TIPS 
durability cannot be solved, TIPS may be relegated 
to a temporizing procedure used only for patients 
awaiting orthotopic liver transplantation. 
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Chemotherapy of Leprosy 


G H Hajini MD; Iffat Hassan MD 
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Leprosy is a chronic disease caused by an acid 
fast mycobacterium, mycobacterium leprae (M. 
leprae) which is an obligate intracellular 
mycobacterium. 

Leprosy has plagued mankind since times im¬ 
memorial. Egypt and other Middle East countries 
enjoy the dubious distinction of having introduced 
leprosy into the world. The occurrence of leprosy 
in Egypt dates back to as early as 2400 BC. India. 
China and Japan have also been harbouring leprosy 
for thousands of years. In India . it was known by 
the name of Kustha. Kuslha cropped up in the writ¬ 
ings of Charakha between 600 and 400 BC. Later. 
Kuslha was segregated intokshudral (minor) kuslha 
and maha (major) kustha. 

There arc an estimated 2.7 million cases of lep¬ 
rosy throughout the world, out of w hich 1.3 million 
are living in India 

In India highest prevalence rate is found in 
Bihar, followed by Orissa. J&K falls into one of the 
low endemic areas. 

Leprosy was treated in many different ways in 
the prcaniibiotic era. The first medication which 
definitely seems to have had some degree of activ¬ 
ity against mycobacterium leprae was Chaulmoogra 
oil. The Chaulmoogra oil treatment of leprosy was. 
by tradition, based on Burmese folklore and al¬ 
though used long before the 19th century, its use 
was first formally described by Mouat in 1854 Re¬ 
sponse to chaulmoogra oil was inconsistent particu¬ 
larly in case of lepromatous disease. Relapse was 
common and the preparation was unpleasant to take 
whether given by injection or orally. 

1 he sulfonamides ushered in the antibiotic era 
in the 1930 s w hich ultimately phased chaulmoogra 


oil. Promin (glucosulfonc sodium) was the first 
sulfonc tried in leprosy rather than the parent com¬ 
pound dapsonc because of the notion that dapsone 
was too toxic. Further work led to the development 
of sulfoxonc sodium (diasonc). acctosulfonc 
(promacctin) and a number oTother sulfoncs which 
could safely be given orally in doses equivalent to 
the amount of promin being used had to be given 
intravenously. In the late 1940's a revaluation of 
dapsonc led to the gradual realization that lower, 
relatively non-toxic doses were equally effective and 
over the next two decades nearly all other sulfoncs 
were abandoned This return to dapsonc was impor¬ 
tant since this low cost remedy made therapy widely 
available something that would have been more dif¬ 
ficult with the relatively expensive derivatives. For 
more than thirty years, dapsonc became the drug of 
choice in the treatment of leprosy. It brought revo¬ 
lutionary changes in leprosy control leading to abol¬ 
ishment of leprosaria and a shift from inpatient to 
outpatient care. 

However, in 1964. Pclis & Rees reported the 
first case of dapsone resistance which was later con¬ 
firmed by several other workers from different parts 
of the world and it became evident that the problem 
was on the increase with the passage of time. It was 
also realized that those patients who had developed 
resistance while on treatment (secondary resistance) 
were the source of spread of resistant germs in the 
community and as a consequence, patients with dc 
no\o resistance (primary- resistant leprosy) were 
appearing in the community. Like in tuberculosis, 
the cause of this was the selection of resistant mu¬ 
tants by monotherapy, The way to overcome, this 
situation was to use potent drugs in combination. 
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n that each component of therapy would kill the 
merging or existing resistant mutants to another 
r" onent. R,f a mpicin. which had by then been 

shown to be extremely potent in killing M.leprae, 
was therefore added to the treatment. 

Thus, for some time, two drugs were being 
given to lepromatous patients. The addition of 
rifampicin resulted in very rapid killing of bacteria 
but could not sterilize the individuals. Meanwhile, 
reports of appearance of rifampicin resistant lep¬ 
rosy appeared from places where rifampicin had 
been used either as monotherapy or in combination 
with thiambutosinc or dapsone. In the latter groups, 
it was possibly on account of the weak action of the 
companion drug or pre-existing dapsone resistant 
state. Investigations showed that there was also a 
possibility of primary rifampicin resistance because 
of the prevalent widespread and irregular use of 
rifampicin for other conditions. 

An understanding of the above limitations and 
theoretical considerations as well as the experience 
gained from chemotherapy of tuberculosis led to the 
introduction of combination of drugs (conveniently 
and conventionally called MDT or Multidrug 
therapy) in the treatment of leprosy in place of us¬ 
ing a single drug (monotherapy). In view of the ur¬ 
gent global needs, study group of the World Health 
Organization (WHO) recommended the use of MDT, 
comprising of rifampicin in combination with 
dapsone for paucibacillary (PB)cases (indeterminate 
(1). tuberculoid (TT) and borderline tuberculoid 
(BT) leprosy patients with skin smear positivity of 
less than 2+ at any site] and rifampicin in combi¬ 
nation with dapsone and clofazimine for all other 
patients! borderline (BB). borderline lepromatous 
(BL) and lepromatous (LL)] categorized as 
multibacillary (MB) group. 

Even though the effectiveness of the recom¬ 
mended regimens was not established at that time 
as no laboratory studies had been undertaken as yet, 
the recommendations were accepted for paramount 
consideration of increasing occurrence of dapsone- 
rcsistant leprosy*. 

Rationale Behind Multidruu Therapy 

It has been estimated and later confirmed by 
calculation from biopsy specimens, that in an aver¬ 
age lepromatous patient with bacillary index (BI) 5 
or more, the total bacillary load in the whole body 
was around 10" bacilli, w ith a viable count of about 
lO* to 10*° (called 9 logs or 10 logs) bacilli. On an 
analogy with M.tuberculosis. this viable bacterial 
population was considered to contain several 
subpopulations of M. leprae, with a large popula- 


JK - PRACTITIONER 

tion of rifampicin and 10 (one in ten million) for 
rifampicin and 10* (one in a million) each for 
dapsone, clofazimine and thioamidcs. This means 
that, on an average, in an untreated highly bacillatcd 
leprosy patient there are about 10 J - 10 5 organisms 
showing varying degree of rifampicin resistance an 
10 J -10 4 organisms individually resistant to one or 
the other established antileprosy drug If these 
multibacillary patients arc treated with any one drug 
alone, there will be good improvement initially in 
terms of clinical efTcct, fall in Morphological index 
(Ml) and loss of viability of M leprae, but most of 
the patients are bound to relapse sooner or later, on 
account of the initial selection and the later contin¬ 
ued multiplication of the originally small 
subpopulation of fully resistant organisms with low 
degree of resistance would escape the killing effect 
and will continue to multiply, eventually resulting 
in further mutations with higher and higher degree 
of resistance. 

On the other hand, if multi-drug therapy con¬ 
sisting of effective drugs is given, each component 
will kill the organisms naturally resistant to the 
other drugs (resistant M.leprae occuring in wild 
strains), there will be survivors and therefore no 
selective multiplication of drug resistant mutants. 
Consequently, there will be no relapse during treat¬ 
ment or after its stoppage. For this combinations 
should be continued until the subpopulation of re¬ 
maining viable organisms is reduced to less than 
10 6 , a level below which the probability of appear¬ 
ance or occurrence of resistant organisms is ex¬ 
tremely low. if not nil. 

Duration of Multidrug Therapy 

In leprosy, unlike in most other bacterial in¬ 
fections. clearance of the dead bacteria is a very slow 
process. Consequently, problems relating to persist¬ 
ing dead bacteria (i.e. smear positivity) and bacil¬ 
lary products including antigens may persist or in¬ 
crease even after all bacilli have been killed by the 
drugs. This has resulted in doubts regarding the 
point of cure and therefore, treatment stoppage. The 
scientific basis for determining the duration of 
chemotherapy in leprosy (or in any other infection 
disease) is that the treatment should continue a) till 
it is ensured that selection of drug-resistant mutants 
has been completely prevented and no failures dur¬ 
ing chemotherapy and no relapse after stoppage of 
chemotherapy due to acquired drug resistance will 
occur: and b) till the time all or nearly all drug sen¬ 
sitive organisms are killed and almost no relapses 
with sensitive organisms (persisters) will occur al¬ 
ter the treatment is stopped Since no information 
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on both these scores was there or even today is avail¬ 
able, the duration of treatment of leprosy has re¬ 
mained arbitrary. Conservative physicians recom¬ 
mend continued MDT till bacteriological clearance 
is complete while others, keeping in mind the con¬ 
straints of resources, have felt and suggested that 
two years treatment of MB patients should be ad¬ 
equate to kill all the live mycobacteria 2 '. 

Currently Available Anti-Leprosy Drugs 

The primary drugs for the treatment of leprosy 
include dapsonc. rifampicin and clofazimine. Sec¬ 
ondary drugs consist of ethionamide prothionamidc. 
thiacctazonc thiambutosine. the long acting 
sulfonamides and certain aminoglycosides. Several 
other new aniileprosv drugs have now become avail¬ 
able' >\ 

Dapsonc. Dapsonc (4.4'-diamino diphcnylsulfonc. 
DDS) is the parent sulfonc and is inexpensive. The 
mode of action of dapsonc is mainly via competi¬ 
tive inhibition with paraaminobcnzoic acid for an 
enzyme (dihydroptcroatc synthetase) thereby block¬ 
ing the synthesis of dihydrofolic acid The minimal 
inhibitory concentration of dapsonc for M. leprae is 
0.003 ug/ml. When given in a dosage of lOOmg 
daily, dapsonc is weakly bactericidal against 
M.leprae Major side effects include hemolytic anae¬ 
mia. agranulocytosis, skin rashes including 
exfoliative dermatitis and gastrointestinal com¬ 
plaints. Other side effects include psychosis, periph¬ 
eral neuropathy, nephrotic syndrome and the DDS 
syndrome. The DDS or sulfone syndrome usually 
develops within 6 weeks after the start of therapy 
and consists of an exfoliative dermatits and/or other 
skin rashes, generalized ly mphadenopath>. 
hcpatosplcnomcgaly. fever and hepatitis. 

Rifampicin: Rifampicin has been used in the treat¬ 
ment of leprosy for over two decades. It is a semi- 
synthetic broad spectrum antibiotic which acts by 
inhibiting the DNA dependent RNA polymerase of 
micro-organisms thus interfering with bacterial 
RNA synthesis. The minimal inhibitory concentra¬ 
tion of rifampicin for M leprae is 0.3ug/ml. 
Rifampicin is expensive, but even a single monthly 
dose of 600mg can kill 99.9% of viable M leprae. A 
number of side effects have been reported with 
rifampicin the most common of which is 
hcpatotoxicity. A flu-like syndrome may be seen 
when rifampicin is used intermittently and consists 
of chills, fever, headache, muscle and bone pain. 
The drug may also produce a reddish-orange dis¬ 
coloration of urine, faeces saliva, sputum, sweat and 
tears. Other side effects include thrombocytopenia. 


various skJn eruptions, cosinophilia and rarely 
acute renal failure. 

Clofazimine: Clofazimine is a riminophcnazinc dye 
Its mechanism of action against M.leprae and other 
mycobacteria is unknown. Clofazimine is also ef¬ 
fective in the management of leprosy reaction ap¬ 
parently because of an inherent anti-inflammatory 
activity but its exact mechanism of action in this 
regard is unknown The drug is reported to be 
weakly bactericidal but evaluation of the drug and 
determination of the minimal inhibitory concentra¬ 
tion in mouse foot pad system is difficult because 
of its persistence in tissues for prolingd periods of 
time. Side effects include coloration of skin which 
can rang anywhere from a reddish ten to a purplish 
tan. Gastrointestinal complaints, phototoxicity reac¬ 
tions and icthyosis arc the other side effects which 
have been reported. 

Thioamidcs: (ethionamide and prothionamidc): 

The two available preparations, ethionamide 
and prothionamidc. are similar in terms of activity, 
dosage and toxicity. They are similar in terms of 
bactericidal activity between dapsonc and rifampicin 
but arc costly than dapsonc. They are frequently 
hcpatotoxic and because of their toxicity the WHO 
Expert Committee on Leprosy, at its sixth meeting, 
recommended that ethionamide and prothionamidc 
should not be substituted for clofazimine in the regi¬ 
men for clofazimine in the MDT regimen for MB 
leprosy unless absolutely necessary'. 

Thiacctazonc (amithiozone): 

Ft is a thioscmicarbazonc and its mechanism 
of action is unknow n. The minimum inhibitory con¬ 
centration for M.leprae is 0.2ug/ml The most seri¬ 
ous toxic effect of the drug is agranulocytosis. 
Gastrointestinal side effects are common. The drug 
is useful only in combination drug regimens and 
then only to a limited extent because of its weak, 
purely bacteriostatic action 

Thtambutosinc : It is a diphenyIthiourca related to 
the thioscmicarbazonc. Its mechanism of action is 
unknown and since it is a purely bacteriostatic drug, 
its usefulness is limited 

Long action sulfonamides : Long acting 
sulfonamides have been available for many years and 
the minimal inhibitory concentration of 
sulfamcthoxypyridazinc which is representative has 
been found to be 30ug/ml. The mechanism of ac¬ 
tion and side effects of this group of drugs arc simi¬ 
lar to dapsonc. Because these drugs offer no sig¬ 
nificant advantage over dapsonc. their use in the 
treatment of leprosy is gradually being abandoned. 
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Amino&Lxcosidcsi Among the aminoglycosides, 
rjT^Sycin has been evaluated extensively for the 
treatment of leprosy, but amikacin and kanamycin 
arc also active against M leprae. Streptomycin is 
bactericidal against M.leprae in the mouse footpad 
Ototoxicity and renal toxicity arc the major side 
effects of this drug The relatively high cost of the 
aminoglycosides and the necessity of giving them 
parcnterally limits their usefulness. 

pi..nroouinolones: Although a large number of 
fluroquinolones have been developed, some such as 
ciprofloxacin arc not active against M.leprae; of 
those which are. most interest has focussed on 
Ofloxacin. Like all fluoroquinolones. Ofloxacin in¬ 
terferes with bacterial DNA replication by inhibit¬ 
ing the A subunit of the enzyme DN A gyrasc. It was 
used in a clinical trial by Ji and Grosset in a dose of 
400mg daily. A single dose has some bactericidal 
activity although less than that of a single dose of 
rifampicin and 22 doses killed 99.9% of the viable 
M.leprae. Adverse reactions include nausea, 
gastrointestinal distress, insomnia, headache, diz¬ 
ziness and hallucination. 

Minocycline: Minocycline is the only member of the 
tetracycline group of antibiotics that has significant 
bactericidal activity against M.leprae This may be 
because of its lipophilic properties which allows it 
to penetrate cell walls. The standard dose is lOOmg 
daily. Its bactericidal activity against M. leprae is 
greater than that of clarithromycin but much less 
than that of rifampicin. Teracyclines acts by inhib¬ 
iting protein synthesis via a reversible blinding at 
the 30s ribosomal subunit, thereby blocking the 
binding of aminoacyl transfer RNA to the messen¬ 
ger RNA ribosomal complex. Side effects include 
discoloration of teeth (up to age 11). pigmentation 
of skin and mucous membranes. CNS toxicity and 
gastrointestinal complaints. 

Macrolides: Several members of this group includ¬ 
ing erythromycin have been evaluated as antileprosy 
drugs, but only clarithromycin shows significant ac¬ 
tivity. Studies in the mouse foot pad model have 
demonstrated the potent bactericidal activity of 
clarithromycin but it is less bactericidal than 
rifampicin. The macrolides all act via inhibition of 
bacterial protein synthesis by binding to the 50s 
ribosomal subunit, thereby preventing elongation of 
the peptide chain. Nausea, vomiting and diarrhoea 
are the most common side effects 

Ansamveins: Attempts have made to synthesized/ 
produce analogues or derivatives of rifampicin 
which would be more effective than the parent drug 
These new derivatives, together, have been called 


ansamycins. These include Rifabutin, Rifapentine 
and Bcnzoxrainorifampicin. These drugs have also 
been found to be highly bactericidal against 
M.leprae. 

Other drugs: With the possible exception of fusidic 
acid, other drugs available or under study with 
known activity against M.Leprae are much less po¬ 
tent than those mentioned above or arc purely 
bacteriostatic. They include augmentin (amoxycillin 
plus clavulanic acid), brodimoprim. and 
deoxyfructoscrotonin. 

Recommended Chemotherapeutic Regimens 1 *: 

A) Paucibacillarv Leprosy : 
i. Adults :- 

Rifampicin : 600mgonce a month, supervised 
Dapsonc lOOmg daily, self-administered 
Duration : 6 months 
li. Children : 

Drugs 0-5 years 6-14 years 

Rifampicin monthly 

supervised 300mg 450mg 

Dapsonc daily 25mg 5<)mg 

Duration : 6 months 

B) Multibacillarv Leprosv : 
i. Adults : 

Rifampicin : 600mg once a month, super¬ 
vised; 

Dapsonc : lOOmg daily, self-administered: 
Clofazimine : 300mg once a month supers iscd 
and 50mg daily, self-adminis¬ 
tered 

Duration ; 24 months 
ii. Children 

6-9 years 10-14 years 

Rifampicin 300mg : Rifampicin 450mg once 
once monthly monthly supervised 

supervised 

Clofazimine lOOmg: Clofazimine 150mg 
once monthly monthly supervised and 

supervised & 50mg 50mg on alternate days 
twice weekly self- self administered 
administered 

Dapsonc 25mg : Dapsonc 5()mg dail> 
daily self self administered 

administered 

Duration 24 months 

C) A lie rna 11 vc M P T R eg imens 

I he availability of potent new drugs makes po>- 
siblc the formulation of alternative regimen* ior use 
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when it is impossible or inadvisable to employ the 
standard MDT regimens described above. 

i/ Rifampicin resistance or toxicity : 

For multibacillary patients who have relapsed 
and who have been shown to be infected with 
rifampicin- resistant M.leprae and those in whom 
rifampicin has toxic effects, the WHO Study Group 
recommends the following regimen for adults: 

-daily administration of 50mg of clofazimine, 
together with two of the following drugs- 400mg of 
ofloxacin. lOOmg of minocycline or 500mg of 
clarithromycin for 6 months; 

-daily administration of 50mg of Clofazimine, 
together with lOOmg of minocylinc or 400 mg of 
Ofloxacin for an additional 18 months. 

This regimen should be administered under di¬ 
rect supervision in a referral centre. 

ii/ Severe dapsone toxicity : 

If dapsone has severe toxic effects in any pa¬ 
tient (PB or MB), the drug should be stopped im¬ 
mediately. No further modification of the regimen 
is required for patients with multibacillary disease. 
However, clofazimine in the dosage employed in the 
standard MDT region for multibacillary disease 
may be substituted for dapsone in the region for 
paucibacillary disease for a period of 6 months. 

iii/ Refusal to accept clofazimine : 

When clofazimine is totally unacceptable ow¬ 
ing to pigmentation of skin, the available evidence 
suggests that ofloxacin 400mg daily or minocycline 
lOOmg may be substituted for the Clofazimine com¬ 
ponent of the standard MDT supervision in a refer¬ 
ral centre. 

Regular Treatment : To be effective. MDT should be 
given regularly. A patient is said to be on regular 
treatment if: 

In case of PB patients receives 6 supervised monthly 
doses within 9 months and the break in between the 
doses should not be more than one month. 

In case of MB patients receives: 24 supervised 
monthly doses within 36 months and the break in 
between doses should not be more than 2 months. 

Re-treatment of multibacillary cases previously 
treated with dapsone monotherapy : 

The WHO Study Group recommends that 
multibacillary patients previously treated with 
dapsone monotherapy and showing negative slit 
skin smears should be given a 2 years course of the 
standard WHO MDT regimen for multibacillary lep¬ 
rosy wherever resources permit, provided that this 
activity docs not prevent newlydiagnosed cases from 
receiving treatment. 


Management of reactions : 

Reversal reactions and erythema nodosum 
leprosum (ENL) can be treated using corticostcriods 
or in some cases, clofazimine or chloroquinc. For 
patients with severe ENL. thalidomide is the most 
effective drug. However, it should not be given to 
women of child bearing age. 

Household contacts : 

Contacts of newly diagnosed cases should be 
examined for evidence of leprosy. 
Chemoprophylaxis with rifampicin or other 
antileprosy drugs is not recommended for contacts 
of leprosy patients in leprosy control programme. 

Pregnancy and MDT : 

Multidrug therapy is safe in pregnancy. Hence 
one should not stop or decrease the dose as it de¬ 
crease the complications of leprosy and also de¬ 
creases the number of viable bacilli in breast milk. 
Dapsone and Rifampicin arc safe, folic acid must 
be supplemented with dapsone. Clofazimine should 
be avoided in first trimester 7 . 

Treatment _ qf _patients_ with human 

immunodeficiency virus (HIV) infection or tnh^r. 
culosis : 

HIV infection is a significant problem in many 
countries where leprosy is endemic. As yet. leprosy 
has not been found to be more common in such coun¬ 
tries. but occasionally patients may be encountered 
who are HIV positive and have active leprosy*. The 
information available indicates, that the initial re¬ 
sponse of such patients to MDT is similar to that 
of other leprosy patients and treatment of reactions 
docs not require modification. 

Patients suffering from both leprosy and tuber¬ 
culosis will also occasionally be encountered. They 
will require standard anti-tubercular therapy in ad¬ 
dition to MDT for their leprosy. At present only 
rifampicin will be common to the two regimens and 
it must be given in the doses required for tubercu¬ 
losis. 

Follow up after completion of therapy . 

Since the risk of relapse after completion of 
the WHO MDT regimens has been shown to be neg¬ 
ligible. it is no longer necessary to continue annual 
surveillance of patients. Instead, the Study Group 
recommends that patients should be taught at the 
time of release from treatment to recognize the early 
signs of possible relapse or reactions and to report 
promptly for treatment. 

Further trends : 

The quest for newer drugs and shorter regimens 
is continuing. A regimen consisting of 600mg of 
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rifamoicin plus 400mg of onoxacin, both given daily 
for “ month, is oeing evaluated as a treatment for 
!°, h oaucibacillary and multibacillary leprosy. If 
ecessful this would markedly shorten leprosy 
chemotherapy although it would still fall consider- 
!blv short of the theoretical idea of single dose 
treatment for this disease. Attempts should also be 
made to develop very short course regimens, par¬ 
ticularly for early paucibacillary leprosy, which is 
a significant problem in certain countries. 
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Electrosurgical Skin-1 ncisions-An Update 


Bashir Ahmad Lone. Aashiq Hussain 

‘Many Surgeons Have Genius Without Indus¬ 
try; Others Have Industry Without Genius; While 
Many Who Have Both Are Still Deficient in Judge¬ 
ment” (John Abernethy). 

It is the wisdom of a nineteenth century sur¬ 
geon that directs this revision of principles of op¬ 
erative surgery towards the next 100 years of tech¬ 
nical advances in surgical therapy. Brilliant devel¬ 
opment of surgical skills and instrumentation have 
provided a precise understanding of an operative in¬ 
tervention. Elaborate algorithms arc available to 
calculate the requirement to replace or repair; to 
lengthen or shorten; ablate or enhance and to drain 
or not. Adhesives and staples arc substituted for 
sutures; balloons for bypass, and Lasers and 
clectrocauterv for the scalpel. 

Emily Dickinson in his poignant poetry has 
rightly said, “Surgeons must be very careful when 
they take the knife; Underneath their line incisions 
stirs the culprit life". 

There has been an assiduous endeavour on the 
pan of surgeons to devise and practise incision tech¬ 
niques that satisfies the following characteristics: 

(i) Causes minimal trauma (ii) is quick; (iii) Causes 
less bleeding (iv) gives adequate exposure; (v) 
causes no or mild post-operative pain; (vi) mini¬ 
mises chances of infection; (vii) heals with mini¬ 
mal scar formation; (viii) gives cosmetically a bet¬ 
ter acceptable scar. 

Such an incision would be called an “ideal in¬ 
cision . but till now there has been no such inci¬ 
sion that meets all such characteristics. 

Skin incisions arc traditionally made with 
stainless steel surgical scalpel. 

Such incision is : 

(i) Slower; (ii) more bloody; (iii) evokes much post¬ 
operative pain; (iv) difficult to control the depth of 
incision; (v) causes a “trapdoor" appearance if in¬ 
cision is made at an oblique angle. 

New sophisticated technologies like Laser, 
clectrocauterv. cavitron ultrasonic surgical aspira¬ 
tor. (CUSA knife) have emerged to replace the tiny 
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and meager scalpel blade to make surgical incisions 
“Bovie” discovered that high-frequency alter¬ 
nating current could be used to make incisions and 
coagulate tissue to achieve haemostasis. The tech¬ 
nique was popularized by Cushing in ncuro-surgi- 
cal procedures and subsequently to other operations 
Electro-surgical unit may be unipolar or bipo 
lar. A unipolar electro surgery unit is used both for 
surgical dissections and for haemostasis. When un¬ 
damped high- frequency electrical current is passed 
through tissues, the active electrode functions as a 
bloodless knife, and the cells at the edges of the 
wound disintegrate. A mild thermal injury occurs 
away from the plane of cutting, and the blood ves¬ 
sels thrombose. The cutting may be of significant 
value saving total operative time and diminishing 
blood loss during massive excisional surgery. The 
ground plate must be well secured at some appro¬ 
priate point under the patient and kept as large as 
possible for disposing the energy. If the ground plate 
becomes detached, energy leaves the patient through 
any available exit, such exit may be insignificant 
with burns of skin and serious consequences to the 
patient. 

A bipolar clcctrosurgery unit is more precise 
and confines the damage to tissue between the tips 
of cauterizing forceps, it has an added advantage of 
working in a wet environment as well. 

Electro-surgical incision is not a true cutting 
incision. The objective is to heat the cells within 
the tissues so rapidly that they explode into steam 
leaving a cavity within a cell matrix. The heat pro¬ 
duced is dissipated rather than conducted through¬ 
out the tissue to dry out adjacent cells. When the 
electrode is moved forward and fresh tissue con¬ 
tacted. new cells are exploded and an incision is 
made. 

This incision technique is especially valuable 
in patients where conservation of blood and time is 
needed as in patients of obstructive jaundice, septi¬ 
cemia. blood dyscrasias, vehicular accidents, falls 
and bullet injuries. 
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Alphonse Peterson extended the use of clcctro- 

cry in Reconstructive and cosmetic 
maxillofascial surgery like electro-surgical repair 
and reconstruction of a laceration of the tongue, 
correction of maxillary double lip, repair and re¬ 
construction of cleft lip laceration of the maxillary 
lip etc . 1 

Electro-surgical skin incision has recently been 
utilized by many paediatric surgeons to make skin 
incisions. 

Kamer FM, Cohen A and Tobin HA demon¬ 
strated the efficacy of electro-surgical cutting in 
haemostasis, wound healing and prevention of 
haematomas in various head and neck surgeries . 23 

Hussian SA and Hussain S, showed that post¬ 
operative pain is less in patients with electro-surgi¬ 
cal incisions than those with scalpel blade incisions. 
Diathermy burns the nerves, in the process of cut¬ 
ting with knife, on the other hand only divides 
them 4 . 

Electro-surgery though used in general surgery 
since long time for cutting tissue and achieving 
haemostasis was not used by surgeons for incising 
skin because it was thought that it might lead to 
diathermy burns and unsightly scar formation. 

Dixon AR and Watkin DFL 5 undertook a study 
comparing skin incisions made by conventional scal¬ 
pel versus electro - surgical needle electrode. They 
showed that the electro -surgical technique of skin 
incision was highly effective, consistently quicker 
and cosmetically better acceptable and with mini¬ 
mal complication. Fears of delayed wound healing, 
keloid formation and high infection rates were un¬ 
founded. 

Pearlman-NW; Sticgmann-GV et al 6 undertook 
a study to compare, time taken to make incision, 
blood loss, pain and healing with carbon dioxide 
laser, scalpel, and electro-surgery. They showed that 
Co 2 Laser incisions are less painful, less bloody and 
less prone to seroma formation and heal better than 
scalpel or electro-surgical incisions. All the three 
techniques of skin incisions were used in a prospec¬ 


tive randomized study of cholecystectomy incisions. 
Time required for the incision and incisional blood 
loss was less with electro-surgery than with the Co 2 
Laser or scalpel. Post-operation pain and wound 
healing were, however, same for all the three tech¬ 
niques. 

A study 7 entitled “Electrosurgical skin incision 
versus conventional scalpel “ was conducted in 100 
patients of gall bladder diseases and inguinal her¬ 
nia in the Department of General Surgery, SMHS 
Hospital Srinagar, Kashmir from June 1993 to June 
1994 with special reference to total operation time, 
postoperative pain, wound infection, hospital stay 
and patient acceptability. 

From this study it was unfolded that the electro- 
surgical skin incision could be used in general sur¬ 
gery as safely as in other branches like plastic sur¬ 
gery, Dentistry or Reconstructive Maxillofasical 
surgery. This is well tolerated by the patients with 
no added discomfort. This incision is less painfull 
with better cosmetic appearance. 
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‘Functional Endoscopic Sinus Surgery (Fess)* - A New Tool in The 
Armamentarium of E.N.T. Head Neck Surgeons 

JK Practitioner 1997; 4(2): 83-8 S 


Rauf Ahmad; Rafiq Ahmad 


Introduction 

History teaches us that the development of 
medicine and surgery, like most numan activities, 
has not been a steady uniform process, but has 
occurcd mainly in a scries of dramatic forward spurt 
separated by long periods of relative inertia. The 
golden age of medical history was a period of not 
more than a decade in the middle of nineteenth cen¬ 
tury. Among the many developments in medicine 
and surgery during this period was the demonstra¬ 
tion of an alcohol illuminated urethroscope by 
DEsormcux in 1853. Endoscopy was born. The de¬ 
velopment of electricity followed and by 1879, Letter 
had developed a distally illuminated water-cooled 
cystoscopc which created great interest. Zaufal used 
a modified cystoscope to examine eustachian tube 
orifice pcmasally during thel880s.' 

Hirschmann. the father of nasal endoscopy, 
used a special endoscopy 4 0 mm in diameter) to 
examine the middle meatus and study the sinus ostia 
at the turn of the century (1901). He also examined 
the maxillary antrum via a molar tooth socket - thus 
introducing sinoscopy; syn: antroscopy 2 . Reichert in 
1902 was the first to perform and describe minor 
intrasinus manipulation under endoscopic control. 1 
The work of these pioneers was not taken up fur¬ 
ther. perhaps overshadowed by the development of 
apparently adequate diagnostic radiology 

The great renaissance which followed world 
war II. affected the field of science as well. During 
I950's Hopkins developed his solid rod lens system 
and proximal “coldlight” source. The new develop¬ 
ment improved the magnification as well as the 
illumination of endoscopes. Thus heralding a re¬ 
newed interest in the application of this improved 
instrument technology in the field of nasal and si¬ 
nus endoscopy. 

The current interest in endoscopic sinus surgery 
stems from two other development as well. First the 
acceptance and appreciation of the great work of 
mcsscrklingcr demonstrating that the anterior cthmoids 
usually arc the key to persistent sinusitis.' The impor¬ 


tance of treating ethmoid disease as a source of recur¬ 
rent frontal or maxillary sinusitis was recognized as 
early as 1916, when J. Parsons Schaeffer stated that 
“the maxillary sinus is often a cesspool for infectious 
material from the sinus frontalis and certain of the 
anterior group of cellulae ethmoidales" 4 . Such is 
again an example of knowledge lost, only to be re¬ 
discovered when new interest in the sinuses arose 
following advances in instrument technology and 
the work of modern sinus surgeons. 5 * 

The second advance is C. T. has not only over¬ 
come the widely recognised, 7 * large discrepancy be¬ 
tween radiographic evidence and endoscopic find¬ 
ings in sinus disease, but also has shown clearly 
what plain roentgenograms and complex motion 
tomography could not - - that the anterior ethmoids 
arc usually diseased when the condition would ap¬ 
pear to be only maxillary or frontal sinusitis. 

This combination of diagnostic nasal 
endoscopy with computed tomography has proven 
ideal for exact diagnostic evaluation and determi¬ 
nation of the conditions in the lateral nasal wall 
underlying acute or chronic sinusitis. Endoscopic 
management of such conditions is thus a logical 
consequence. 

The Concept 

The concept of Functional Endoscopic Sinus 
Surgery (FESS) is based on clinical experience, that 
most infections of larger sinuses are rhinogcnic. 
Though the clinically dominating symptoms of si¬ 
nusitis result from involvement of large sinuses but 
underlying causes are not to be found in these si¬ 
nuses themselves, but in the clefts of the lateral 
nasal wall These normally already very narrow- 
clefts of anterior cthmoids thus hold a key position 
for the pathophysiology of larger paranasal sinuses. 
They can be seen as ethmoidal "Pre-chambers” of 
frontal and maxillary sinuses providing vcntillation 
and drainage for the latter. Many anatomical vari¬ 
ants or disease of these prechambers can narrow 
these clefts further and block the ostia of the larger 
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■ uses in the middle meatus. This block leads to 
S ,'"“nation of secretions and hence, persistent in¬ 
action resulting in vicious cycle causing mucosal 
Celling that can be so gross as to appear “irrevers- 
ble" It has now c,carly demonstrated that if 
!he ostium of the diseased sinus is unblocked surgi¬ 
cally bv the removal of diseased ethmoidal air cells, 
normal drainage and venlillation of the larger si¬ 
nus is re-established and the diseased mucosa re¬ 
verts back to normal. Thus a limited surgical clear¬ 
ing of the diseased ethmoidal key areas performed 
under endoscopic guidance results in the healing 
ofT of massive mucosal pathology in the dependant 
frontal and maxillary sinuses 

It should be noted that the mucociliary trans¬ 
port in the paranasal sinuses occurs in a definite 
genetically predetermined pattern towards the natu¬ 
ral ostium Creating a “dependent opening such 
as inferior meatal antrostomy, as was the practice 
previously, docs not necessarily result in adequate 
drainage. The concept of middle meatal antrostomy 
(j c., widening of natural maxillary sinus ostium) 
is. therefore, becoming increasingly popular. 

The Technique 

The techniques of endoscopic sinus surgery 
were developed in Europe by Messerklinger and 
Wigand. The Messerklinger technique' is ideal for 
patients with anterior ethmoid disease with or with¬ 
out maxillary or frontal sinus disease. This is an 
anterior-to-posterior approach that most commonly 
involves only the anterior ethmoids and the maxil¬ 
lary sinus ostium. It can be extended into posterior 
ethmoids. sphenoids and frontal sinuses if neces¬ 
sary. The true advantage however is that radical pro¬ 
cedures like these usually can be avoided. 

The Wigand technique 6 , in contrast is ideal for 
patient with pan sinusitis who has or is apt to fail 
the more limited Messerklinger approach. Both 
techniques are based on the assumption that the si¬ 
nus mucosa is most likely reversibly diseased and 
will return to normal once adequate drainage has 
been established. No attempt is made to eradicate 
the sinus mucus membrane, as in the previously 
popular. Caldwel-Luc procedure, but rather to re¬ 
establish drainage along the normal mucociliary 
path, so the mucosa can return to normal and as¬ 
sume its proper function. 

Indications 

Surgical treatment of recurrent acute sinusitis 
(defined as episodes of acute sinusitis separated by 
symptom free intervals of at least 8 weeks (during 


which no antibiotics are given), and chronic sinusitis 
(defined as persistant evidence of sinusitis despite con¬ 
tinuous treatment for 2 months), heretofore has been 
based on the concept that the diseased sinus mucosa 
should be radically removed to enable new healthy 
mucosa to grow in its place. The most popular sinus 
operations in the past have been Cald wel Luc’s proce¬ 
dure, frontal osteoplastic flap operation or inferior 
meatal antrostomy. The results of these procedures 
however arc often less than satisfactory with conse- _ 
quent little or no relief to the patient. Modern func¬ 
tional endoscopic sinus surgery has dramatically 
changed the results of surgery for sinusitis. 

Endoscopic removal of anatomic sinus block¬ 
age markedly improves symptoms in more than 85% 
of patients with persistent or recurrent sinus com¬ 
plaints despite maximal medical therapy 4 

Headaches can be of sinus origin. These pa¬ 
tients with sinugenic headaches may not necessar¬ 
ily present with a typical sinusitis history. Nasal 
endoscopy in combination with C.T. will usually re¬ 
veal the causes hidden from the unaided eye and 
plain radiographs of the sinuses. Many anatomic 
variations of middle meatus and other regions of 
lateral nasal wall predispose patients to headaches 
either by impeding or completely blocking 
ventillation and drainage of the larger sinuses or 
by giving rise to areas of more or less intense con¬ 
tact of opposing mucosal surfaces (intense mucosal 
contact theory of Stammbergcr). After identifica¬ 
tion of these underlying processes, functional 
endoscopic sinus surgery with usually minimal pro¬ 
cedures can provide dramatic relief of symptoms that 
may otherwise continue for months or years. 9 

Ethmoidal polypi are effectively & atraumatically 
removed by endoscopic sinus surgery. The patient is 
then followed up at regular interv als so that any recur¬ 
rent polypi can be removed at very early stage and the 
patient kept symptoms free for a long lime. 

Other sinus conditions like antrochoanal polyp, 
mucococlcs or pyocoelcs of fronto-ethmoid. or 
sphenoid, fungal sinusitis etc. are effectively man¬ 
aged by endoscopic sinus surgery 

Rhino-neuro surgical procedures like closure 
of CSF leak, endonasal dacrocystorhinostomy. 
vidian neurectomy, optic nerve decompression and 
orbital decompression for exophthalmos can also be 
performed using nasal endoscopes. 

Functional endoscopic sinus surgery has. how¬ 
ever. its limits and contraindications. Sinus infec¬ 
tions associated with intracranial complication or 
orbital cellulitis with visual field defects as well as 
osteomyelitis are better tackled by an external ap- 
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proach. Infiltrative lesions and aggressive fungal 
infections like mucormycosis also require an exter¬ 
nal approach 

Complications 

Like all surgical techniques functional 
endoscopic sinus surgery has its share of risks and 
complications. Significant among them are 
cerebrospinal fluid leak, injury to optic nerve and 
retrobulbar hacmatoma Applied correctly when in¬ 
dicated complications are very rare however. 

Conclusion 

Functional endoscopic sinus surgery is a con¬ 
cept based on and aiming at the underlying causes 
for sinus disease. With mostly very limited surgical 
procedures diseased ethmoidal compartments act¬ 
ing as prechambers to frontal and maxillary sinuses 
arc cleared and patient relieved of recurring and 
longstanding sinus complaints without the larger 
sinuses being actually touched. All this being 
achieved with minimal morbidity and hospitaliza¬ 
tion. 
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Retro & Prospective Cholecystectomy Versus Appendicectomy + Cho¬ 
lecystectomy 


Fadil A. Razzak FRCS; Ahmad Ncemat MD; Abdullah M A. Al-Hussein MBBS; Alaa Abdul 
Monem Amin MBBS 

Abstract: The study spread over four years included 88 patients of gall stones divided into 
two groups of 44 patients each. One group underwent cholecystectomy and the other group 
was subjected to cholecystectomy + incidental appendicectomy. We concluded that inciden¬ 
tal appendicectomy with cholecystectomy does not increase hospital stay of the patients 
and there is no increase hospital stay of the patients and there is no increase in the wound 
infection when diabetes is excluded. Besides making the diagnosis of ovarian and tube pa¬ 
thology in females easier and earlier, incidental appendicectomy reduces the overall medi¬ 
cal costs. However regarding diabetic patients (8 in this study), we conclude, should not 
undergo incidental appendicectomy as the incidence of wound of infection is increased from 
about 3% to 14% prolonging the hospital stay and increasing the medical costs. 

JK Practitioner 1997; 4(2):86-88 

Keywords: Cholecystectomy, Appendicectomy 


Introduction 

A total of 88 patients were subjected to a study; 
retro and prospective study of the cholecystectomy 
and appendicectomy alone. The age ranges between 
20 to 85 years of age. The study included seventy 
(70) females and eighteen (18) males. This study 
covered a period of 4 years as from 1987 to 1991. 

The main question we are trying to answer here 
is that whether incidental appendicectomy is at¬ 
tended with any increased risk to the patient, i.e., 
wound infection or residual abdominal sepsis: or in 
the form of mere hospital stay thus increase of fi¬ 
nancial expenditures both to the patient and gov¬ 
ernments. 

Patients & Methods 

Standard pre-operative preparation: standard 
classical right paramedian incision of four inches 
long were made in all patients. Concerning the in¬ 
dication for cholecystectomy. (74) out of the total 
(88) patients had biliary colic associated with gall 
stones and (14) of them had right sided abdominal 
pain with gall stones as well. Also all patients re¬ 


ceived prophylactic or therapeutic antibiotics either 
Keflex, Flagyl or Gentamycin according to the sur¬ 
geon's choice. Also all patients had drained post- 
opcrativcly for variable periods as needed. 

All wounds were closed in 4 layers; First layer 
vicryl, chronic catgut and finally the forth layer 
“Skin” in Nylon. 

Furthermore, patients were divided into two 
groups, thus each group having forty four (44) pa¬ 
tients. The first group had cholecystectomy alone. 
The youngest in this group was 24 years old and 
the oldest was 70 years old This group included 
34 females and 10 males. 13 patients out of this 
group had additional medical problems; 


•One patients 
•Two Patients 
•Two patients 


•One patient 

•One patient 
♦One patient 


Diabetic. 

Bronchial Asthma 
Hypertension and one of 
these two had also left 
kidney cyst. 

Bil. Kidney 
stone 

Bilharziasis 
1st degree 
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•One patient 
•One patient 

•One patient 
•One patient 


Haemorrhoids 
History of viral hepatits 
sixteen (16) years age 
(HBs Ag 4-Ve) 
Oesophageal varices with 
Hacmatemcsis and melcna 
and was operated in 1409 
by Hassab’s operation. 
Mass Rt. Kidney + 
Bilharziasis 

Ectopic pregnancy. One of 
the patient was a prison¬ 
er. Also in the same group, 
the bile culture was +ve in 
7 cases (15.9%): 


3 Klebsiella 

1 Salmonella Group-D 

1 E. Coli 

1 Entero Bacteria 

1 Streptococcus Group-B 

The average hospital stay in this group was 
11.3 days. The post operative average hospital stay 
was 8.4 days. One patient only fTom this group had 
wound infection. No patient had residual abdomi¬ 
nal sepsis. 

The other group also included 44 patients. This 
group had cholecystectomy + appendicectomy. The 
youngest in this group was 20 years old and oldest 
was 85 years old. 

36 Females 

08 Males 


15 of this group had additional medical prob¬ 
lems as follows: 

•7 were diabetics. Out of these 7 diabetic pa¬ 
tients. one had S E P. and an another one had liver 
mass discovered during operation which was 
resected and the histology came as Cholesterol 
Granuloma 

•2 Hypertensive patients. 

•1 stone Rt. Kidney with non-functioning Rt. 
Kidney. 

•1 goitre? thyrotoxic which was medically 
treated in the patients's country of origin thus no 
report available. However patient at time of admis¬ 
sion has Euthyroid. 

1 Acute non-specific Hepatitis proved by liver 
biopsy 

1 Patient under psychiatri treatment for depres¬ 
sion. (Endogenous Depression) 

1 History of D.V.T medically treated. 


1 10 years history of Haemolytic Anaemia. 

4 Out of these 44 in this group had +vc bile cul¬ 
ture as mention below: 

3 Pseudonomas 

1 Streptococci Group-B 

This represents 9% 

Two patients in this group had wound infec¬ 
tion, one of these two who was diabetic was re-ad¬ 
mitted for two days. 

The average hospital st^y in this group was 
11.0 days and the average post-operative stay was 
7.8 days. 

Discussion 

From the above data regarding these 88 patients 
in this study we found the following: 

The overall infection was present in three pa¬ 
tients (3.4%). The percentage of intra-abdominal 
sepsis was zero. The infection rate among the 44 
patients who under went cholecystectomy was 2.7%. 

There are two cases of wound infection in the 
group of cholecystectomy 4- appendicectomy (4.5%) 

The average hospital stay in the 
cholecystectomy group, was 11.3 days. The post¬ 
operative average stay in this group was 8.4 days 

In the cholecystectomy 4- Appendicectomy 
group the average hospital stay and post-operative 
stay 7.9 days. 

The increase in the hospital stay and post-op¬ 
erative stay in the cholecystectomy group can be 
explained by the fact that one male patient age 38. 
Hospital No. 116300 admitted 21-4-09 and had his 
cholecystectomy done on 24-4-09. The patient was 
taken over by the urologist and stayed in the urol¬ 
ogy ward another 24 days. So if we bring some cor¬ 
rections regarding this matter, the hospital stay and 
post-operative stay would be almost the same as 
Cholecystectomy 4- Appendicectomy. 

Another observation which might be of great 
significance is that; one diabetic patient out of seven 
patients in the Cholecystectomy + appendicectomy 
group had wound infection (14.2%), while the rest 
of the group. 37 patients had one case of wound in¬ 
fection (2.7%). This favourably compares with the 
infection rate in the cholecystectomy group (2.27%). 
So if we exclude all diabetics from our study, the 
total number of them is eight (8) {one in the 
cholecystectomy group and seven in the 
cholecystectomy 4- appendicectomy group] we have 
80 patients left. Hence the infection rate in this as 
a whole 'would be 2.5%. This seems to be of real 
significance; so the question we should ask is; 

Should we not subject Diabetic Patients to in¬ 
cidental Appendicectomy with Cholecystectomy? 
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I think the answer would be yes, we should not 
subject diabetics to incidental appendicectomy with 
cholecystectomy. But, because of the small number 
of diabetics in this study, eight (8) patients only, 
we recommend further separate study for diabetics 
in this respect to give definite scientific answer. 

To carry the discussion in another dimension, 
I would try to answer the question. 

•Is Incidental Appendicectomy Beneficial to 
the Patient? 

• Is Incidental Appendicectomy useful to the 
medical Service as a Whole? 

May answer to these questions is yes Inciden¬ 
tal Appendicectomy is beneficial to the patient as 
well as the medical Service as a whole 
How? 

If we consider that abdominal pain is a very 
common complaint and that many cases of abdomi¬ 
nal pain are admitted cither to operate for appendi¬ 
citis or to exclude appendicitis. We can appreciate 
the benefit of incidental appendicectomy. 

Basing also from may experience in the Gen¬ 
eral Surgery wards, many cases of abdominal pain 
are admitted as Acute appendicitis which after in¬ 
vestigation and observation, they turn to be 
gynecological problems in females. 

So in my view due to the above observation in¬ 
cidental appendicectomy would help early 
gynecological disease diagnosis and management. 

Conclusion 

We conclude the following important figures 
from this study which included 88 patients in Riyadh 
Central Hospital: 

• The overall wound infection in both groups i.c. 
cholecystectomy group alone + cholecystectomy 
& appendicectomy group is 3.34%. 

• The wound infection in cholecystectomy group 
is 2.27%. 

• The wound infection in cholecystectomy & ap¬ 
pendicectomy group is 4.5%. 

• The wound infection rate in diabetics who had 


cholecystectomy + appendicectomy was 14.2%. 

• If we exclude the diabetics from the 
cholecystectomy + appendicectomy group the 
infection rate in this group would be 2.7%. 

• The average hospital stay and the average post 
operative stay in both groups is almost the same 
i.e. the average hospital stay 11 days and the 
average post-operative stay around 8 days. 

• The intra-abdominal sepsis is zero% in both 
groups. 

• The overall +ve bile culture was 11 cases out of 
88 i.e. 12.5%. 

Final Conclusion 

From our study of 88 cases over 4 years 

• Incidental Appendectomy with cholecystectomy 
does not increase Hospital stay (Both groups 
around 11 days) nor does it increase post-op¬ 
erative stay (Both groups around 8 days). 

• Incidental Appendectomy should not be done in 
diabetics of both sexes (wound infection in Dia¬ 
betics 14.2) so hospital stay will be prolonged. 

• Diagnosis of ovarian and tube pathology in the 
right iliac fossa in female patients is easier and 
earlier in those who had their appendix removed 
before. 

• Accordingly to our study incidental appendec¬ 
tomy with cholecystectomy should reduce over¬ 
all medical cost. 
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Composition of Common Bile Duct Stones 


A Majid Bhat MS; Syed Sajjad Nazir MS; OJ Shah MS, FAIS; 

NA Wani MS, FRCS, FICS, FCICD 

Abstract: Stones from common bile duct of 20 patients who had associated gall stones (sec¬ 
ondary bile duct stones) were analysed chemically and compared to stones from 20 patients 
who had only C.B.D stones and a normal functioning gall bladder without stones (primary 
duct stones). Biliary bacteriology was studied in both groups. 

Secondary duct stones revealed more of cholestrol and less of calcium and bile pigment. 
Primary duct stones had more of calcium and pigment. Residue was nearly equal in both 
types of stones. Infection was associated in both types predominantly in primary duct stones. 
E-coli was the commonest organism grow from the cultures of common duct, bile, of pa¬ 
tients with primary stones. Secondary common duct stones had a similar composition as 
that of their gall stones. Infection appears to be responsible for common duct stones pre¬ 
dominantly those of primary type. 

JK Practitioner 1997; 4(2):89-91 

Keywords: Duct Stones, Calcium, Pigment, Cholestrol. 


introduction 

Gall stones disease is afflicting a fairly signifi¬ 
cant human population throughout the world with 
a wide variation from region to region. In Pima In¬ 
dians of North America 70% of women have gall 
stones by the age of 30 years while same percentage 
of men get it by the age of 60 years'. On the other 
hand Masai tribe East Africa arc free from gall stone 
disease*'. The range of composition difference in gall 
stones from cholestrol to pigment reflects the dif¬ 
ferent mechanisms and etiological factors in its for¬ 
mation yet the exact cause of gall stone formation 
remains obscure and there arc no prophylactic meas¬ 
ures to cure it. 

The first step to know the exact cause of stone 
formation among other studies will be chemical 
analysis of stones from the biliary tree. Although 
gall stones may be silent or cause pain and fatty 
dyspepsia, common duct stones may prove fatal for 
a patient by causing obstruction and cholangitis. 
3iliary duct stones arc an important cause of mor¬ 
bidity and mortality. Chronic common duct obstruc¬ 
tion may lead to biliary cirrhosis in the long run. 
The treatment of common duct stones is a priority 
and should not be delayed. Stones may form in gall 


bladder and slip into common bile duct (secondary 
stones) or form itself in the biliary duct system in a 
normal functioning gall bladder or in patients who 
have already got gall bladder removed. The pathol¬ 
ogy in secondary stones is attributed to an abnor¬ 
mal bile and gall bladder stasis which precipitates 
stone formation while as primary stones are purely 
due to an abnormal lithogcnic bile or infection. To 
understand the difference in etiopathogencsis dif¬ 
ference of primary and secondary stones was stud¬ 
ied in this institution. 

Material and methods 

We conducted the study on forty patier.ts ad¬ 
mitted for surgery upon biliary system for stones in 
the age group of 20-50 years. 20 patients had com¬ 
mon duct stones alongwith gall bladder stones which 
were compared to twenty patients who had stones 
in common bile duct and in whom gall bladders were 
functioning normally and had no stones in it. Be¬ 
fore exploration of duct 5 ml bile was aspirated with 
a sterile 24 G needle and sent to laboratory for bac¬ 
teriological examination. Stones were removed 
through choledochotomy, washed with normal sa¬ 
line and sent to laboratory for analysis of various 
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Results 

Table 1 

Chemical composition of common duct stones 


Constituent 

rag% 

Secondary 

Range 

Stones 

Mean 

Primary Stones 
Range Mean 

Cholcstrol 

29.0-96.0 

74.5+16.2 

12.0-57.0 

40.8+5.1 

Bilirubin 

5.2-23.1 

18.2+5.2 

8.1-30.0 

27.2+1.7 

Calcium 

1.9-10.0 

7.3+2.6 

2.1-18.6 

13.1+4.3 

Phosphate 

0.2-6.3 

4.1+3.1 

0.8-5.2 

3.9+4 1 

Proteins 

0.1-5.2 

3.2+1.2 

0 5-2.3 

2.0+1.1 

Residue 

0 4-41.1 

18.1 + 12.3 

0.9-33.5 

20.2+6.7 


Table II 

Bile culture in common dncL stones 

Organism grown 

Secondary_stone 

Number %agc 

Primary Stone 
Number %agc 


01) Sterile 

07 

35 

02 

10 

02) E-coli 

09 

45 

15 

75 

03) Klebsiella 

02 

10 

01 

05 

04) Staphylococcus 

01 

05 

01 

05 

05) Straphylococcus 

01 

05 

00 



chemical constituents by the method of stepwise 
solvent extraction (modified method of Holt and 
Tronky 1953)\ 

Results 

Cholesterol was found in greater amount in sec¬ 
ondary common duct stones as compared to primary 
duct stones, while as bilirubin was higher in pri¬ 
mary stones. Calcium was significantly more in pri¬ 
mary stones but phosphate and proteins were nearly 
in equal amounts. 

The amount of residue in both types of stones 
was not much different (table 1). Residue is consid¬ 
ered to be the organic matrix shell on which the 
constituents get deposited. It is usually 
mucopolysaccharides and mucus substances. 

Bile culture revealed growth of bacteria in both 
groups of patients (table II) E coli was the groups 
of organism most frequently grown, followed by 
klebsiella, streptococus and staphylococci. E coli 
was positive in 75% of cultures in primary duct 
stones. 

Discussion 

Although previously gall bladder was thought 
to be the primary site of stone formation and com¬ 
mon duct stones were slipped stones, but it has been 


proved beyond doubt that stones can form de-novo 
in hepatic ducts or common bile duct. Such stones 
developing in common bile duct in presence of a 
normal functioning gall bladder or those patients 
in whom gall bladder have been already removed 
are designated as primary duct stones 0 . The pres¬ 
ence of primary duct stones indicate a basic altered 
pathophysiology of bile rather than gall bladder to 
be responsible for stone formation. On the other 
hand in a number of patients who have gall blad¬ 
ders packed with stones and have completely free 
normal bile duct system, such findings indicate that 
gall bladder function also plays important role in 
gall stone formation alongwith abnormal bile com¬ 
position. The basic composition of concomitant gall 
bladder and common bile duct stones is similar re¬ 
vealing similar mechanism for genesis of stones. 
Stones originating in the gall bladder are likely to 
contain a large proportion of cholesterol, while 
stones developing within the bile duct consist more 
of bilirubin and calcium salts. However, the rela¬ 
tive amount of bilirubin, cholesterol, calcium and 
other compounds that these stones may contain de¬ 
pend upon existing circumstances*. Thus ethnic and 
geographic factors, presence absence of heamoly sis. 
relative concentration of cholesterol, bile salts and 
lecithin in the bile secreted by liver and nature of 
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any associated inflammatory change in the lining 
cells of bile ducts, the degree of biliary obstruction 
and the presence of bacterial infection all influence 
and help particularize the chemical composition of 
duct stones 7 . 

Ductal inflammation and bacterial contamina¬ 
tion commonly accompany cholcdocholithiasis and 
also form the important etiological factors for pri¬ 
mary duct stones*. 

Maki (1966) found increased bacterial B- 
glucouronidase activity in bile harbouring bile pig¬ 
ment stones. Hydrolysis of bilirubin glucouronidc 
and coupling of free bilirubin with calcium may lead 
to bile pigment stone formation’. 

Bacteria are also known to produce lipase and 
phospholipase which split phospholipids, thus dis¬ 
turbing cholesterol phospholipid ratio and causing 
precipitation of cholesterol’. The presence of cal¬ 
cium and pigment in primary common duct stones 
signifies the role of infection alongwith altered 
biliary composition. Gall bladder of these patients 
were absolutely normal and functioning , and did 
contain no stones at all. Gall bladder appears to be 
the organ responsible predominantly for cholesterol 
stones and secondary common duct stones originally 
developing from gall bladder and further in com¬ 
mon bile duct. 

Wosiwitz et al suggested the possibility of se¬ 
cretion of B-glucourinidase by ductal epithelium, a 
lower bile salt concentration in the common bile 
(which would result in less colloidal stability and 
less binding of calcium) and higher pH of common 
bile duct in patients with common duct stones. Ex¬ 
cess mucous secretion from the duct epithelium 


forms pultaceous masses which engulf the pigment 
calcium and cholestrol forming biliary concretions 
Some form of obstruction or stasis is necessary 
to be present for development of common duct stones 
which may include sphincter of odd's dysfunction 
or stasis due to mucous pultations* 0 . Stasis provides 
favourable circumstances for proliferation of bac¬ 
teria in the biliary tree. 
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Management of Upper G.I. Foreign Bodies 


i a Mir MS; A M. Dar MS; A G Aha ngar MS, MCh _ _ 

7h7tract: Sixty patients with foreign uody upper gastrointestinal tract are pres f"'*; * 

\nvnosis was suspected by history of foreign body ingestion and confirme y p * . , 

f Chest and abdomen. Forty two patients (70.00%) were in the paediatric age gro p^ 

° f ,rethe most common foreign objects injested in 46 patients (77.661). Endoscopic 
of foreign objects from oesophagus and stomach was performed in 40 patten s • 
patients (31.661) foreign objects passed per rectum, and one patients ( . ) 

Znt surgery In 12 patients (63.15<%) the duration of exit per rectum was within 12-4S 
^ In 5 patients (26.3%) the time was one week and in 2 patients (10.52%) t e ura 

heZeen tnpTeMn and Jtper rectum o//or,i g n ohject, .a, 6 ..eke- *<* »«■< * 

L,tents managed ..dcc.pic.Hy was 12-2-1 hours. There was no complication encountered 

while removing there foreign bodies endoscopically. 



Introduction 

Foreign bodies in the gastrointestinal tract rep¬ 
resent a common problem faced by thoracic surgeon 
and Gastroenterologist. Common victims are young 
children, prisoners, persons with dentures and men¬ 
tally disturbed individuals. Coins are the common 
swallowed objects (Table 1). foreign objects such 
as dentures, needles, nails and wires irrespective of 
their size and sharpness can present with a grim 
phenomenon. Some of these objects pass per rec¬ 
tum and only a wait and Watch policy is adopted, 
but in others, foreign, body may get arrested in any 
part of the gut. Such common sites are cervical 
oesophagus, arch level, gastro-esophagcal junction, 
pyloric antrum duodenojejunal flexure, terminal il¬ 
eum, ileocaecal region, sigmoid colon and anorectal 
junction. Plain X. Ray Chest and abdomen are al¬ 
most pathognomonic in all radio-opaque foreign 
bodies. Follow-up X-ray are needed to see the 
progress of foreign objects and their passage per 
rectum. In patients with arrested foreign object, long 
objects and pointed objects, retrieval of the foreign 
bodies is done by performing upper or lower G.I 
endoscopy. In patients with complications, surgical 
intervention is done. The present study was under¬ 
taken to formulate the modality of treatment, to re¬ 
duce radiation hazards, hospital stay, morbidity and 
mortality in patients with foreign body ingestion. 


Material and Methods 

The study was conducted in the Department ot 
CVTS, SKIMS Srinagar over a period of four years. 

A detailed history from the patients and attendants 
of the patients was taken, particular emphasis was 
given to history from attendants with regard to men¬ 
tally disturbed individuals and prisoners. The time 
and type of foreign objects ingested was noted Pa¬ 
tients with radioluscent foreign objects were ex¬ 
cluded from the study. Plain X. Ray chest and ab¬ 
domen were contemplated in all patients. Follow up 
X-ray of abdomen were taken at an interval of 12- 
24 hours in patients with foreign objects in and 
around pathological constrictions. Follow up X. 
Rays were taken in all other patients after 24 hours 
for 7 days, and in patients where endoscopic re¬ 
trieval was not done and exit time per rectum was 
more then 1 week X-rays were taken at 3-4 days 
interval. All these patients were constantly observed 
for pain abdomen, fever, vomiting. Upper and lower 
gastrointestinal bleeding, and for features of ob¬ 
struction and peritonitis, especially, during impac¬ 
tion of foreign objects or after retrieval of foreign 
objects. 

Majority of the patients in present study were 
treated by endoscopic retrieval of foreign objects. 
Endoscopic retrieval was done in all but one pa¬ 
tients with pointed and long foreign objects, and in 
patients where foreign objects were noticed in 
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oesophagus and stomach In patients where the for¬ 
eign objects were small or had already passed pyloric 
antrum, a wait and watch policy to see for exit of 
foreign object per rectum was adopted -Endoscopic 
retrieval using rigid open-ended csophagoscopc 
(5mm-9mm x35-53 ems) for oesophageal foreign ob¬ 
jects; and flexible fibre optic Gastroscopc for for¬ 
eign objects in stomach was performed. 

Endoscopic retrieval was done under topical 
anaesthesia in adult patients. In children the pro¬ 
cedure was done under general anaesthesia. 
Endoscopic retrieval was done with in 6 hours of 
admission. All the patients in this group had a hos¬ 
pital stay of 12-24 hours. There was no morbidity 
or mortality in this group. 

One patients who developed pain abdomen, 
vomiting, hacmctemcsis and had tenderness in up¬ 
per abdomen was operated The patient had a nail 
in his stomach. 

Results 

24 patients (70.00%) were in the paediatric age 
group - the youngest patient was a nine months old 
child and the eldest. 26 year's old female. 
Malc.female ratio was 9:1 Average duration of pres¬ 
entation was 12 hours in 048 patients (80.00%), 12 
patients (20%) presented 1-4 day after ingestion of 
foreign objects. 

The ingested objects arc shown in table I. 


Table I 

Types of foreign 

Number of 

Percentage 

bodies ingested 

patients 


Coins 

46 

77 66 

Nails 

06 

10.00 

Rings 

03 

05.00 

Screws 

02 

0.3.33 

Paper pins 

01 

01.66 

Pebbles 

01 

01.66 

Sewing needles 

01 

01.66 


Classical dcla> in foreign object transit was 
noted in plyoric and ileocaccal region (fig 1-3). The 
length of the foreign objects ranged from 8 mm - 6 
Cms (fig 4). Average duration of foreign objects per 
rectum and their size is shown in table II. 

Out of 19 patients (31.66%) who passed the 
foreign bodies per rectum. 12 patients (63.95) had 
exit time of 2 days. 5 patients <26.3 I) passed w ithin 
7 days and 2 patients (10 52) passed within 6 weeks 
Rigid ocsophagoscopc was used to remove for¬ 
eign objects in 21 patients (52.50%); and foreign 
objects from stomach were removed by fibre-optic 
gastroscopc in 19 patients (47.50). There was no 


V 3 


complication encountered in any of the patients All 
these patients were discharged within 12-24 hours 
from the hospital. 

Laporotomy done in one patients who had nail 
in stomach revealed a small mucosal-tear at 
gastrocsophageral junction which was oozing The 
tear was probably because of the persistent vomit 
ing or because of foreign body Nail was removed 
from the stomach, there was no evidence of perfo¬ 
ration. 

Discussion 

Majority of the patients in the present study 
were in the paediatric age group 63.15% of the 
patients passed foreign objects within 2 days which 
is not in consistence w ith the study of Carp D who 
observed that mean duration of exit of foreign ob¬ 
ject was 7 days'. The shorter duration of exit per 
rectum in present study is because majority were 
small objects. Because of the significant risk of per¬ 
foration bv pointed objects as reported by Malcki M 
et al 2 all such foreign objects seen in oesophagus 
and stomach were removed endoscopically in 
present study. This has many advantages, a) The 
patients is saved of repeated radiations which are 
needed during conservative treatment of patients 
with foreign objects, b) carries no morbidity and 
mortality c) in expert hands should be treatment mo¬ 
dality for all upper G. I foreign objects. 

All the patients with pointed long foreign ob¬ 
jects which were managed by wait and watch policy 
in present study had presented very late i.e.. by the 
time the foreign object had already crossed pylorus 
and endoscopic retrieval was not easy. Though Waye 
J D\ (1976) and Edridge W W 4 (1961) observed that 
objects 20mm in diameter and 5 cms in length are 
less likely to pass, and also that foreign objects such 
as coins should be observed for 3 days in stomach, 
yet we found endoscopic retrieval as the safest, ear¬ 
liest and quickest method to treat such patients. 
(Strodel W.E (1983) advocated endoscopic interven¬ 
tion in all individuals with gastric bypass or parti¬ 
tioning procedures. No such patient came across in 
the present study) 

One patient who under went surgery could have 
been saved of it, had we anticipated mucosal tear as 
the possible cause of pain hacmctcmesis and done a 
Conray study of stomach. 

There was no mortality in the present series. 

Conclusion 

Foreign body ingestion is very- common in pae¬ 
diatric age group. Endoscopic retrieval should be 
considered in all the patients except for very small 
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| ig I X-Ray Neck. Chest & Abdomen show- 
ing a ring in the upper esophageal re- 


Fig II Some ring as shown in fig 0 1 ha 
passed down to illcoceaca! valve 


Fig III A one rupee coin seen in the pylonic 
region of stomach 


Fig IV A nail seen lying verticalK in tli 
stomach It was taken out throuuh 
gastrotomv 
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Tabic II 


Type of 
foreign body 

Longest 
dimensions 
in ems 

Duration of exit per rectum 
in days 


1-2 day 

No. of pts 

3-7 day 

No. of pts 

8-42 day 
No. of pts 

Coins 

<3 

11 

2 

0 

Nails 

>3 

0 

1 

2 

Rings 

<3 

0 

1 

0 

Paper pins 

<2 

0 

1 

0 

Pebbles 

<2 

1 

1 


Total 


12 

5 

2 


foreign objects. All the patients whose present late 
and where the foreign objects had crossed pyorus, 
continuous monitoring of the patients both clini¬ 
cally and radiologically should follow. Endoscopic 
retrieval beyond pylorus can be done in ease of ar¬ 
rest of foreign object for more than 3 days (by up¬ 
per or lower G.l. endoscopy). 

Surgical intervention is very common in pae¬ 
diatric age group. Endoscopic retrieval should be 
considered in all the patients except for very small 
foreign objects. All the patients who present late 
and where the foreign object had crossed pylorus, 
continuous monitoring of the patients both clini¬ 
cally and radiologically should follow. Endoscopic 
retrieval beyond pylorus can be done in case of ar¬ 
rest of foreign object for more then 3 days (by up¬ 


per or lower G.l. endoscopy). 

Surgical intervention should be done on suspi¬ 
cion of peritonitis, perforation or impaction of for¬ 
eign bodies which arc not amenable to endoscopic 
retrieval and may cause obstruction. 
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"Tracheo Bronchial Foreign Bodies" 


A Ahad; T. Namgyal; Zahoor Ahmad ______ 

Abstract: The present study covers 170 cases of tracheo bronchial foreign bodies 
managed by the ENT department of SMHS Hospital our a period of ten years. 58% oj 
the patients are males the rest females. Foreign body of vegetative origin was com¬ 
monest (70%), out of which peas accounted for 33%. Most of the foreign bodies 
(56.5%) were loged in the broncus, 80% of these in the right main broncus, 43.5% 
were loged in the trachea. Bronchoscopic removal was accomplished in all but 14 
cases. Thoracotomy was necessary in two cases. Mortality was 7%. We caution that a 
high degree of suspicion of bronchial foreign body must be kept in mind in children 
presenting as obstructive emphysema ate/ectatasis, consolidation and bronchiaetasis. 

JK Practitioner 1997; 4(2): 96-98 

Keywords: Foreign body, bronchus, trachea. 


Introduction 

Inhalation of a foreign body can lead to sud¬ 
den death. Before the first bronchoscopy for removal 
of foreign body was performed mortality was 56%. 
Nowadays morality has come down drastically to 
less than 1%. 

These foreign bodies may be of vegetable or 
non-vegetable origin. -Common foreign bodies en¬ 
countered arc beans, pea, pea-nuts, nuts, screws, 
whistles, plastic beads and pebbles. Many patients 
choke to death because of lodgement of foreign body 
in larynx or trachea without reaching the hospital. 
Foreign bodies that pass through larynx and trachea 
and get lodged in the bronchus may remain symp¬ 
tom less after the initial attack of chocking . They 
can then cause either complete obstruction produc¬ 
ing collapse consolidation or a valvular obstruction. 

The clinical presentation can vary depending 
on the size and nature of the foreign body. Many 
foreign bodies can go unrecognised for years. The 
factors that lead to inhalation of foreign body in 
children arc anatomic relations of the larynx, the 
habit of most children to put everything into their 
mouth and the shouting, crying and playing during 
eating. In adults carelessness on their part in hold¬ 
ing pins, clips, and safety pins in their mouth fre¬ 
quently lead to its* entry into trachco-bronchial tree. 

Material and Methods 

This report reviews 170 cases (7.8%) of 

From the Department of ENT Govt. Medical College, Srin 
Received Jan. 1997 Accepted March 1997 


trachco-bronchial foreign bodies that were managed 
in ENT Department of SMHS Hospital. Srinagat 
over a ten year period, out of a total of 2* *9 
acrodigestivc tract foreign bodies. Out of 170 cr.s^s 
99 (58%) were males and 71 (42%) were fema cs. 
75% of the foreign bodies were found in the paev 
atric age group from 9 months to ten years of age. 
88% of the bronchial foreign bodies were found in 
the right main bronchus. I hc patients suspected of 
having inhaled a foreign body were clinically and 
radiologically examined. In case of non-radio- 
opaque foreign bodies we looked for signs of con¬ 
solidation or distal emphysema. Even when radiol¬ 
ogy was not conclusive but history' was significant, 
bronchoscopy was done. Bronchoscopic removal was 
accomplished in all except fourteen cases. 95% of 
bronchoscopies were perfoimcd under general an¬ 
aesthesia. In two cases tracheostomy was required 
after bronchoscopic removal of foreign body due to 
subglottic oedema. Repeated bronchoscopy was re¬ 
quired in 8 cases. Mortality was 7%. 

Observations 

During the ten years period 170 patients be¬ 
tween the ages of 9 months and 82 years were ad¬ 
mitted with the diagnosis of trachco-bronchial for¬ 
eign bodies. Most of the patients with a delay rang¬ 
ing from half an hour to a few days depending upon 
patients locality, location and type of foreign body. 
Significant delay was observed in children with 

gar (Ahad. Zahoor) and District Hospital Leh (Namgyal) 
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Fig. / Safety pin in right main bronchus 


Tabic No. I 

Incidence of trachco-bronchial foreign bodies. 


Type of Foreign body: No of eases: Percentage: 


I Vegetable foreign 
bodies 

2. Whistles 

3. Pins, needles and 
wires 

4 Others 


119 

70 

21 

12 3 

17 

10 

13 

7.7 


Total 


170 


100 


Most of the foreign bodies i.e.. 96 (56.5%) 
were lodged in bronchi and out of them 77 (80%) 
were lodged in right main bronchus. Rest of the 
foreign bodies 74 (43.5%) were lodged in tra¬ 
chea.. Trachco-bronchial foreign bodies led to 
fatal consequences in 12(7%) cases. 


bronchial foreign bodies presenting with non-resolv¬ 
ing pneumonia without significant history of for¬ 
eign body inhalation. 

Foreign bodies of vegetable origin were the 
commonest (70)% and out of them beans were.pre¬ 
dominant (33%). Others included maize grains, pea 
seeds, walnut shell, apricort seeds, walnut shell, 
apricort seeds, gross seeds, paddy grains, wood piece 
and charcoal. Plastic whistles ranked second 


I tg It Some of the foreign bodies recovered from 
bronchi 

(12.3%); pins, needles and wires ranked third 
(10%). Other foreign bodies were 1 3 (7.7%) includ¬ 
ing 3 aluminium foils. 2 biscuits. 1 artificial den¬ 
ture. 4 rubber pieces. ! polythene piece, one plastic 
cap and a live fish (at the lower end of trachea). 
Incidence of trachco-bronchial foreign bodies is 
shown in table-!. 


Discussion 

In our study history' of foreign body inhalation 
played a significant role which is consistent with 
previous observations. 1 In 58% bronchoscopies for¬ 
eign bodies were retrieved inspite of negative ra¬ 
diological findings. This depicts that in cases with 
classical history of choking, even when clinical ex¬ 
amination of chest and radiological findings arc 
negative., bronchoscopy must be done 1 
In our study 99 (58%) were males and 
71 (42%) were females which concurs 
with previous report (55% : 45%)v 75% 
of the foreign bodies were found in the 
paediatric age-group, a finding which 
coincides with previous reports (64%)', 
(95%)\ 

The highest incidence of foreign 
bodies was in bronchi (56.5%)— Table 
II. because it is the lowest site for a for¬ 
eign body to lodge. Foreign bodies were 
r >ur times more commonly lodged in the 
right bronchus (45.3%) than in left bron¬ 
chus (11.2%). which concurs with the 
previous findings of (70.8% VS 18.7%)* 
but contradicts with other reports of 
(34.4% VS 42.2%)-’ and (27.6% VS 
51 7%)'. Predominance of foreign bodies in right 
main bronchus is explained on the basis of its* be¬ 
ing w ider and straightcr. and more volume of air 
entering the right bronchus than the left. 

The most common foreign bodies in tracheo¬ 
bronchial tree were beans (33%). Previous reports 
show predominance of water melon seeds 
(20.33%)*'. and pumpkin seeds (25%)*. This dif- 
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Tabic No. II 


Site of Foreign Body Impaction 


Bronchial Foreign Bodies : 


Author 

No of 
Year: eases: 

Right 

main 

Bronchus: 

Left 

main 

Bronchus: 

Total 

Tracheal 

F.Bs. 

Laryngeal 

F.Bs. 

Dinililides 
et al* 

1977 90 

31 

(34.5%) 

38 

(42.2%) 

69 

(76.7%) 

10 

(11.22%) 

11 

(12.2%) 

Aytac* 
et al 

1976 500 

353 

(70.8%) 

94 

(18.7%) 

447 

(89.5%) 

53 

(10.6%) 


Campbell 
et al 4 

29 

1982 

8 

(27.6%) 

15 

(51.7%) 

23 

(79.3%) 

6 

(20.7%) 


Present 

Study 

1989 170 

77 

(45.3%) 

19 

(11.2%) 

96 

(56.5%) 

74 

(43.5%) 



fcrcnce in nature of foreign bodies at various lo¬ 
calities is explained by different kinds of food hab¬ 
its of that locality. 

In present study bronchoscopic removal was 
successful in 1 56(92%) eases and in 2 (1.1%) cases 
thoracotomy was necessary. As per previous reports' 
bronchoscopic removal has been possible in 
47(92.5%) eases and in4 (7.5%) eases thoractomy 
was necessary for retreival of foreign body. Post 
bronchoscopic tracheostomy was needed in 2 (1.2%) 
eases w hich coincides with previous reports (1.4%).* 

The mortality in present study is 7% which is 
higher than previous figures of (2%)' and 1.8%)\ 

Conclusion 

A high degree of suspicion of a bronchial for¬ 
eign body must be kept in mind in children having 
obstructive emphysema, atelectasis, consolidation 
and bronchiectasis. Most of the eases of bronchial 
foreign bodies are brought as asymptomatic cases. 
Here history of choking while foreign body is pass¬ 
ing through larynx and trachea will be diagnostic. 
Once the foreign body has gone into one of the bron¬ 
chi, the patient will be asymptomatic for some time 


till the complications develop. Even when clinical 
and radiological examination is negative, 
bronchoscopy must be done. Mortality will vary from 
centre to centre depending upon the quality of 
bronchoscopes and forceps, and the expertise of the 
bronchoscopist and the anaesthetist. Incidence of 
trachco-bronchial foreign bodies can be reduced if 
such objects as beads, buttons, beans and the like 
arc kept out of reach of small children. 
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“A Sonographic Study of Pleural Effusion in Kashmir” 


G.Q Khan MD, FCCP, Iftikhar Bashir MD; G.M. Malik MD, FACG, Showkat Ahmad MD 

Abstract: The utility of real time ultrasonography irr diagnosis of pleural fluid col¬ 
lections was studied in 25 patients with suspected pleural effusion on chest radiog¬ 
raphy, who had atypical clinical or radiographc appearances. Ultrasound guided 
aspiration was successful in 24 collections. It was unsuccessful in one 4 collection ' 
subsequently shown to be of a solid nature. In fourteen of the proven fluid collections 
an earlier attempt at blend aspiration had failed. Only 8(33%) of the proven fluid 
collections had a characteristic sonographic appearance of pleural fluid as an 
anechoic space investrated within the pleura. Of the remaining 16 collection, 9 had 
diffuse internal echoes, 7 had internal septa (secondry loculation) and one collec¬ 
tion was confined to one part of the pleural space (primary loculation). Dynamic 
signs were present in 79% of the collections. 

JK Practitioner 1997; 4(2):99-101 

Keywords: Pleural Effusion, Aspiration, Sonography. 


Introduction 

Diagnosis of pleural effusion is usually made 
by a combination of characteristic, clinical signs and 
chest radiograph appearances. It is generally ac¬ 
cepted that 300-500ml of free pleural fluid must be 
present to be detected by conventional erect 
roentgenogram. Although, films obtained with the 
patient in the lateral recumbent position may re¬ 
veal fluid not detectable by other rocntgcnographic 
techniques, pleural adhesions may prevent layering 
of free fluid lateral to the lung. Sonography pro¬ 
vides a rapid convcriicnt method for detecting the 
presence of pleural fluid and guiding diagnostic or 
therapeutic intervention in these more difficult cir¬ 
cumstances. 

In this study we report ultrasonographic assess¬ 
ment of the pleural space and guidance of aspira¬ 
tion or drainage when the clinical or chest radio- 
graphic features arc atypical or when previous 
‘blind' aspiration has failed. 

Material and methods: 

Twenty five patients. 16 men and 9 women, 
aged between 20-70 years (mean 52.5 years), with 
suspected pleural collection on chest radiograph. 


were subjected to ultrasonography. Out of these. 14 
patients (56%) had undergone a previous unsuccess¬ 
ful attempt at blind thoracocentesis, and 2 patients 
(8%) had atypical radiographic features. 

Real time ultrasonography was performed with 
SMIMAZDU-700 ultrasound machine using 3.5 and 
5.0MHAZ transducers. Patients were examined in 
the sitting position. After application of couling me¬ 
dium, posterolateral view at the base of lung was 
obtained to allow orientation of the diaphragm and 
underlying viscera. Using the intercostal approach 
multiple scans were obtained from the area of in¬ 
terest. Control scans of the corresponding area of 
contralateral normal lung was performed for com¬ 
parison. The liver and gall bladder were examined 
routinely in all patients as reference organs to com¬ 
pare the echopattcrn. 

The sonographic images of the lesions were 
analysed with respect to the echopattcrn, size, shape 
and internal sonographic pattern. Note was made 
of the extent of the collection, whether these were 
single or multiple and whether septa were present. 
The presence or absence of diffuse focal echoes and 
movement of such echoes within the collection (Flap 
sign) was noted. The sonographic images of the le- 
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Aetiology 

Echoes 

None 

Loculations 

Flap 


- 

+ 

Primary 

Secondary 

- 

+ 

Tuberculous (10) 

9 

1 

5 

1 

4 

2 

8 

Malignancy (5) 

4 

1 

5 

0 

0 

3 

2 

Empyema (5) 

0 

5 

2 

0 

3 

0 

5 

Perincumonic (3) 

1 

2 

3 

0 

0 

0 

3 

Cardiac failure (1) 

1 

0 

1 

0 

0 

0 

1 

Total (24) 

15 

9 

16 

1 

7 

5 

19 


sions were recorded on polaroid film. 

Ultrasound guided aspiration was »>crformcd in 
24 patients diagnosed as having pleural effusion on 
sonography. Informed consent was obtained prior 
to aspiration. For most interventions, patients were 
positioned sitting on the side of a stretcher facing 
away from the radiologist with arms crossed and 
resting on a bed side table. A 21G needle or 16G 
intravenous catheter was introduced under real time 
ultrasound guidance and fluid aspirated. The col¬ 
our and volume of any fluid obtained was recorded 
and the sample was submitted from Gram stain. AFB 
stain, Giensa stain (centrifuged sample) bacterial 
and AFB cultures, and protein and sugar estima¬ 
tion. 

In patients with ultrasound proved massive 
pleural effusion, in whom earlier blind 
thoracocentesis had failed, site for aspiration was 
marked on the chest wall for subsequent therapeu¬ 
tic drainage in the ward taking proper precautions 
in positioning the patient. 

Results 

Of the 25 patients studied. 13 patients had 
opacification on chest radiograph on right side, and 
12 patients on left side of chest. A correct diagno¬ 
sis of pleural collection was made in 23 patients 
(92%) by ultrasound and confirmed on 
thoracocentesis later. One collection had appearance 
similar to solid pleural lesion, whereas one patient 
was diagnosed as having pleural fibrosis. 

The sonographic appearances of 24 pleural 
fluid collections are summarized in table I. 

Extent: In 16 pleural collections (67%) the fluid 
appeared freely distributed within the pleural space, 
whereas one collection (4%) was confined to one 
part of the pleural space (primary locuiation) and 
further 7 collections (29%) sub-divided internally 
by septa (secondary locuiation). 

Echopattcrn: 15 pleural collections (62%) were 
anechoic and 9 collections (38%) had diffuse inter¬ 


nal echoes. Only 8 collections (34%) had an appear¬ 
ance typical of free fluid (A single anechoic area 
within the pleural space). In the remaining 16 col¬ 
lections (66%), 9 had diffuse internal echoes. 7 were 
internally divided by septa and one collection was 
confined to one part of the pleural space. Underly¬ 
ing lung showed sonographic fluid bronchogram in 
4 collections (17%) indicating consolidation, while 
in one patient (4%) underlying pulmonary 
atelectasis was present. 

Dynamic signs: Flapping (Swirling) movement were 
visible in 19 collections (69%). They were caused 
by movement of septa within the collection wall in 
(7) and consolidated or atelectatic lung in (5). 
Ultrasound guided aspiration: Diagnostic aspiration 
under ultrasound guidance was performed success¬ 
fully in all the 24 pleural collections in first attempt. 

Therapeutic aspiration of pleural fluid was 
done in 13 patients with huge collections after in¬ 
troducing needle under ultrasound guidance. 

In 5 patients with empyema, site of the biggest 
fluid pocket was marked on the chest wall at the 
time of ultrasonography and later intercostal tube 
introduced at the same site with excellent results. 

No procedure related complication was ob¬ 
served in any of the patients who were subjected to 
thoracocentesis. 

Discussion 

Following the introduction of ultrasonography 
in the field of medicine by 195*>, The utility of 
ultrasonography as a tool for diagnosis in chest dis¬ 
ease was considered to be limited because the ribs 
and air filled lungs act as barriers to ultrasound visu¬ 
alization of intrapulmonary diseases. Pell. (1964) 
for the first time presented the ultrasound pattern 
obtained from the chest of one patient with pleural 
effusion Doust et al 1 in 1975 suggested that pleural 
fluid is echofree regardless of nature. No consist¬ 
ently recognisable difference between ultrasound ap¬ 
pearance of pleural effusion, hemothorax and 
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pyothorax was made. Laing and Filhy 2 (1978), firs! 
made the observation that pleural fluid is not only 
ancchoic. but may also have internal echoes (com¬ 
plex). In their series. 17/59 collections (29%) had 
complex sonographic appearance showing internal 
echoes and septations. 

In our study, majority of pleural collections 1 5/ 
24 (62%) were ancchoic and 9/24 (38%) had sec¬ 
ondary loculations while one collection (4%) was 
confined to one part of the pleural space (primary 
loculation). Guided diagnostic aspiration was suc¬ 
cessful in all the pleural collections. These find¬ 
ings correlate well with the study of Gupta et al\ 
who observed ancchoic pattern in 64% and internal 
septa in 36% of pleural collections. Lomas et al 4 . in 
their series of 93 pleural collections had internal 
septa in 27% of the collections. However, diffuse 
echoes were present only in 18% of these collec¬ 
tions. 

Dynamic flap or swirl signs arc the movements 
caused by the septa or debris within the collection, 
or by underlying consolidated or atelectatic lung, 
with respiration or in response to adjacent pulsat¬ 
ing structures 4 ' Marks et al ( 1 982) A has suggested 
the presence of dynamic signs as reliable indica¬ 
tions that fluid could be aspirated from the lesion. 
19/24 collections (79%) in our study had positive 
dynamic sings Lomas et al (1993). noted underly¬ 
ing consolidation in 49 and underlying collapse in 
9% of pleural collections, while in our study. 19% 
collections had underlying consolidations and 4% 
had underlying pulmonary collapse In one of the 9 
cchogcnic collections, no dynamic signs were 
present and there were no features to allow differ¬ 
entiation from a solid pleural mass However, guided 
aspiration from this collection revealed a malig¬ 
nancy related pleural effusion 

The typical sonographic appearance of pleural 
fluid (i.e. a well defined single ancchoic area w ithin 
the pleural space) was observed only in 8/24 collec¬ 
tion (33%) in our study. This is in contrast to the 
60% of collections, which showed typical 
sonographic appearance in the series of Lomas et 
al. Thus 16/24 collections (76%) in our study had 
an atypical sonographic presentation. This, may ex¬ 
plain the previous negative blind thoracocentesis in 


14/24 of our collections. In addition the fact that 
guided aspiration was successful in all the 24 col¬ 
lections highlights the difficulty of targeting small 
collections and assessing the position of diaphragm 
by clinical examination alone. 

No definite sonographic pattern of pleural fluid 
collection was found to be suggestive of particular 
etiology. Neoplastic effusions were indistinguish¬ 
able from benign pleural collections, as was 
empyema. However, loculation appeared to be 
occuring more commonly in collection secondary to 
infectious etiology. 

Using sonographic guidance to mark a suitable 
site for later aspiration in the ward in patients with 
larger collection has been recommended 4 ’. However, 
care has to be taken in positioning of the patient 

To conclude, ultrasonography is a simple rapid 
and economical technique that docs not involve any 
radiation Sonoguided diagnostic and therapeutic 
aspiration should be performed in patients with 
clinical or radiographic evidence of pleural effusion, 
who have atypical radiographic features, or have 
undergone unsuccessful 'blind' aspiration. 
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Fiaz Maqbool Fazili MS, MAMS, FICA; Nazir Ahmed Wani MS, FRCS, FICS; O J Shah 
MS, FICS, FAIS _ 

Abstract: The study covers 50 complicated duodenaT ulcer- cases and 25 normal 
subjects studied in relation to gastric emptying time (t 1/2). Using a radioisotope 
labelled meal which is a physiological method related to the normal dietary habits of 
the population. The results indicate that the gastric emptying time (t 1/2) did not 
vary significantly and simultaneously the % Isotope - Marker remained in stomach 
screened through scanning procedure also holded the same result justifying the 
applicability of the procedure for the proper management in duodenal ulcers. 

JK Practitioner 1997; 4(2): 102-104 

Keywords: Gastric Emptying Time, Duodenal Ulcer, Radio Isotope Method. 


Introduction 

A rapid gastric emptying time has been impli¬ 
cated in the etiology of duodenal ulcer which leads 
to post prandial loss of the buffering capacity of 
unbuffered acid to the proximal duodenum. The time 
is different for solid liquid meals and also varies 
with energy density of the meal 1 . 

The radiological and intubation methods meas¬ 
ure the emptying time only in case of liquids and 
being unphysiological. The present study has been 
undertaken with a view to determine a physiologi¬ 
cal method while using a meal in day-to-day use in 
normal phenomenon without causing any noticeable 
disturbances in gastric emptying time and also its 
measurement for both liquids and solids. 

Experimental Procedures 

The study has been conducted on 50 confirmed 
cases of uncomplicated duodenal ulcer undergoing 
treatment in surgical unit of SK Institute of Medi¬ 
cal Sciences, Srinagar (Kashmir) and on 25 normal 
subjects. Patients had either radiological or 
cndoscopically confirmed ulcer. None of the patients 
were receiving anticholinergic or prokinetic drugs. 

After an overnight fast each patient received a 
meal consisting of mashed potatoes, cheese and milk 
made to a volume of 250ml. labelled with 
l(onc)mCu of technitium 99m. Abdominal scans of 
the subject were obtained in supine position using 


gamma camera detector* interfaced to scintiview 11 
computer at 0,10,30,60.90 and 120mts after inges¬ 
tion of the meal. The counts obtained were corrected 
for decay of the isotope. The mean percentage of 
radioisotope marker remaining in stomach on each 
scan was obtained and T 1/2 (half gastric emptying 
time) was calculated using single exponential fit. 

Observations 

In duodenal ulcer group 35(70%) were males 
and 15(30%) females with overall mean age as 
35.72+7.87 (years) in comparison to 17(68%) males 
and 8(32%) females with the mean age as 
37.40+8.66 (years) in control group. The age and 
sex variation between the groups is statistically in¬ 
significant (Tablc-1). 

The % of isotope marker remained in stomach 
as screened by scans, revealed that in duodenal ul¬ 
cer category, it was 100% at 0 minute and had a 
rapid fall upto 8.28+3.11 observed at 120th minute. 
In control group such marker fell from 100% ob¬ 
served at 0 minute to 9.63+3.42% experienced at 
120th minute. The variation between the groups at 
each stage of estimation is statistically insignificant 
(Tablc-2). 

The gastric emptying time (T l/2minutes) in 
duodenal ulcer group ranged from 54-72 minutes 
with an average of 62.72+5.39 minutes in contrast 
to 50-85 minutes with an average time of 
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Tabic-1 


Mean Age (years) and Sex distribution in 
Duodenal Ulcer eases and Controls 


Group of 
eases 

No.of 

eases 

Age (years) 

Mean+SD Males 

(Range) No 

Sex 

Females 
% No % 


1. Duodenal 

50 

35.72+7.87 35 

70.00 

15 

30.00 


ulcer 


(20-60) 





2. Controls 

25 

37.40+8 66 17 

68.00 

08 

32.00 




(20-60) 





Table-2 








% 

of "Isotope Marker" remaining in stomach at 




different intervals identified through scan 



Stage of 

Duodenal 

Ulcer Control 

Statistical 



cstimatation 

Group 

Group 

inferences 



(minutes) 

Mean+SD 

Mean+SD 

t 

P 


Remarks 

0 

100 

100 

_ 

_ 



10th 

91.08+12.08 

94.22+11.83 

1 09 

>20 


Insiginificant 

30th 

71.18+10 17 

74.63+12.37 

1.31 

>.10 


-do- 

60th 

41.72+08 36 

42.28+07.55 

0 29 

>. 40 


-do- 

90th 

22.53+06 28 

23.68+05.89 

0 78 

>05 


-do- 

120th 

08 28+03. 11 

09 63+03.42 

1.75 

>05 


-do- 


Table-3 


Comparison of mean Bastric emptying time (T 1/2) 
between Duodenal Ulcer eases Controls 


Group of 
eases 

Gastric emptying 
time (T 1/2 minutes) 

Range Mean+SD 

t 

P 

Remarks 

1. Duodenal 
ulcer 

2. Controls 

54-72 60.72 + 5.39 

50-85 66.10+10 02 

1.94 

>05 

Insignificant 


66.10+10.02 minutes observed in control group The 
variation being statistically insignificant (Table-3). 

Discussion 

While exposing duodenal ulcer eases to isotope 
labelled meal the present study identifies that there 
is no significant difference in relation to gastric 
emptying time (T 1/2 minutes and % of isotope 
marker remained in stomach in comparison to nor¬ 
mal healthy controls. The findings arc in tunc with 
Holt et al* and Howlctt PJ ct al 4 who also claimed 
that there is no significant difference between emp¬ 
tying time rates between controls and duodenal ul- 
ccr eases However. Lam SK ct aP reported that such 


time has been observed rapid in duodenal ulcers. 

The present series suggested the adoption of 
the procedure to introduce the isotope labelled meal 
for the management of gastric emptying time among 
duodenal ulcers, but at the same time it is mendatory 
to mention here that the measurements performed 
by this technique relate to the emptying of the test 
meal and not to the emptying of whole gastric con¬ 
tents or to gastric emptying between the meals, 
which is implicated as a factor in non healing and 
chroncity of the duodenal ulcer and depends on the 
basal acid output. Accordingly the stress in treat¬ 
ment of duodenal ulcer should simultaneously be 
on decreasing the gastric acid/pcpsin output by H2 
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receptor antagonist or vagotomy. 
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Basal Cell Carcinoma of Skin in Kashmir 


Gurcharan Si ngh MBBS; G.H. Hajini MD; A R. Khan MD; R P, Chisti MP _ 

Abstract: Histologically proved 42 cases of B.C.C. registered in the department of pathol¬ 
ogy. Government Medical College, Srinagar Kashmir in 5 years (1990-1994) were the sub¬ 
ject matter of the study. B.C.C. comprised 20.28% of skin cancer, ranking next to S.C.C. 
which comprised 71.01% of skin cancer. A male preponderance was observed, mean age 
was 53.61 years and location was exclusively on ‘'head and neck region ", mainly (70%) on 
“eye lids, nose and chin ”. 


JK Practitioner 1997 , 4(2): 104-105 

Key word: Basal cell carcinoma 
Abbreviation : B.C.C.-Basal cel! carcinoma 


Introduction 

B.C.C. of skin is seemingly a biological enigma 
as it arises from the more primitive epidermal ba¬ 
sal cell yet is less malignant than S.C.C. of skin 
which arises from prickle cell, a more mature cell 
than basal cell. In the west B.C.C. is the common¬ 
est skin cancer* 5 and increasing in incidence at a 
fast pace*. In India it’s incidence is low and ranks 
next to SCC of skin 6 . 

During the period of 5 years from Jan. 1990 to 
Dec. 94, 207 cases of primary cutaneous cancer 
(histologically proved) were registered in the de¬ 
partment of pathology. Government Medical Col¬ 
lege Srinagar Kashmir, out of which 42 were B.C.C. 
Age, sex and site distribution of these tumours are 
presented. 

Material and Methods 

The study is based on the record registries of 
the department of pathology, Qpvernmcnt Medical 
College Srinagar, Kashmir, which receives cases 
from all over Kashmir for histopathological inves¬ 


tigations. 

Results 

Out of 207 cases of skin cancer registered in 5 
years. 42 were B.C.C. Thus comprising 20.28% of 
skin cancer. It was far less common than S.C.C. 
which comprised 71.01% of skin cancer (Table I). 

Age Distribution 

B.C.C. was found to have its peak incidence in 6th 
decade with 38.78% of tumours in this age group 
Maximum cases were found in 5th and 6th decades 
with 61.29% of tumours. Mean age was 53.61 years 
(table II). 

Sex Distribution 

Out of 42 cases there were 24 males (57.14%) and 
18 females (42.85%). The male female ratio was 4:3. 

Site Distribution 

These tumours were found exclusively located on 
head and neck region in both sexes mainly (70%) 
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Tabic 1 



Histologcal types of primary skin cancer 


Type of cancer 

Males 

No (%age) 

Females 

No (%agc) 

Total 

No (%age) 


SC.C. 

B.C.C. 

Mailgnant melanoma 
Malignant mesenchymal 
tumours 

Adenoid cystic Ca. 

83 (72.80) 

24 (21.05) 

6(5.26) 

1(0.87) 

64 (68.61) 

18 (19.35) 

5(5.37) 

5(5.37) 

1(1.07) 

147(7.01) 

42 (20.28) 
11(5.31) 

6(2.89) 

1(0.48) 


Total : 

114 (100.00) 

93 (100 00) 

207(100.00) 


Table 11 

Age distriution of 3 1 eases of B.C.C. 




Age in 

years 



0-10. 11 

-20. 21-30, 

31-40. 41-50 

51-60. 

60 above 

Total 

cases 

1 

7 7 

12 

4 


7 a . fr .l c _ I . i l, 


Site distribution of 40 cases of B.C.C 


Site 

Male 

No (%age) 

Female 

No (%age) 

Total 

No (%agc) 

Scalp 

2(8 33) 

- 

2(5.00) 

Forehead 

2(8.33) 

2CL2.5) 

4(10.00) 

Nosc/cyc lids/chin. 
Temple 

17(70.79) 

11(68.75) 

28(70.00) 

Cheek 

2(8 33) 

1(6.25). 

3(7.5) 

Lips 

1(4 16) 

1(6.25) 

1(2.5) 

Neck 

- 

- 

- 

Total :- 

24(100.00) 

16(100.00) 

40(100 00) 


clustered on nose, eye lids and chin* (tablclll). 
Discussion 

B.C.C. is reported as the commonest skin can¬ 
cer in the west' 5 . Indian studies figure it next to 
S.C.C*. Our observation is in confirmity with other 
Indian studies. That B.C.C. is most commonly lo¬ 
cated on face is well known fact, we founo them to 
be. exclusively located on head and neck region 
mainly on face. In the present study 70% of these 
tumours were on ‘eye lids, nose and chin’ The male 
preponderance and clustering of these tumours in 
older age groups is in conformity with other stud¬ 
ies both Indian and western. 
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“Microsurgical Reversal of Tubal Sterilization” 


Wazira Kha num MD, Farhat Jabeen MD ____ 

Abstract: A total number oj 15 patients were operated upon for tubal reconstructive surgery 
following sterilization . These patients had either postpartum sterilization by the Pomeroy 
technique, 6 cases (40%), or by laproligation, 9 cases (60%). Six patients conceived, out of 
which one had abortion and another one had two successful pregnancies. Type of anastomosis 
and outcome are discussed in detail. 

jK practitioner 1997; 4(2): 106-108 

Key words: Sterilization, reversal, tubal anastomosis. ____ 


Introduction 

There has been an appreciable boom in the 
number of female sterilization procedures done over 
the past decade due to multiple socio-economic fac¬ 
tors as well advancement in the surgical tech¬ 
niques* 0 . , 

It is estimated that 1% of women will seek a 
reversal after sterilization for different reasons* 0 . 

Microsurgical reversal of female sterilization 
has become increasingly successful with pregnancy 
rates well over 50% being reported* 0 . Surgical tech¬ 
niques utilized to reconstruct fallopian tubes have 
been modifications of either the end to end 
anastomosis or uterotubal implantation. 

This study was initiated in 1986 to evaluate 
the results of a scries of rccanalysation operations 
with use of a microsurgical technique to determine 
which factors afTect the pregnancy rate. 

Material and Methods 

A total of 15 patients have undergone sterili¬ 
zation reversal. The patients range in the age group 
of 24 to 36 years, with an average of 30 years. The 
average parity was 2. 

In addition to routine preoperative work up 
investigations were performed to exclude absolute 
infertility factors in either partner and confirm fea¬ 
sibility of anastomosis. These included sperm analy¬ 
sis. and a diagnostic laparoscopic examination to 
evaluate the status of the remaining portion of the 
tube and to identify any co-existing pathological 
conditions. Reversal surgery was scheduled in the 
early proliferative phase of the cycle after the prog¬ 
nosis of the proposed surgery was discussed with 
the couple and immediate relatives. The operative 


techniques used arc depicted in Table 1. 

Results 

The reason for requesting reversal were divorce 
and remarriage in 7 (46.6%), one couple (6.6%) 
regretted their decision and seven patients requested 
reversal because of the death of a child. 

The methods of sterilization included 
Laproligation in 9(60%) and Pomeroy’s method 
6(40%) 

The interval ranged from 12 months to 6 years, 
mean 54 months, 60% of the sterilization's were 
carried out more than four years before the request 
for reversal. 

The median follow up duration is 16 months 
(range 14-24 months) and 6 patients (40%) had one 
or more subsequent intrauterine pregnancies. Term 
deliveries occurred in 5 cases (33.3%) and abortion 
in one (6.6%). No ectopic pregnancies were observed 
in this study. 

Ampulo ampulary anastomosis produced the 
highest intrauterine pregnancy results (Table 2). 

The sterilization performed with laproligation 
had the highest pregnancy rate following reversal 
surgery. (Table 3) 

Table 4 indicates that there is a significant re¬ 
lationship between the total length of tube remain¬ 
ing, following reversal surgery and subsequent preg¬ 
nancy rate. 

Discussion 

There has been varied success of intrauterine 
pregnancy following reversal. Sciglar and Pcrc/. ,,, 
reported a pregnancy rate of only 29% in 1975. Bui 
more recently there have been reports of pregnancy 
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Tabic 1 - Operative Technique Used 


Operative technique used No of patients 


Tubal reimplantation by Patterson's 7 

End to end anastomosis on both sides 3 

Ampullo-ampullary anastomsis 2 

Isthico ampullary anastomosis on both sides 2 

Right isthmic-isthmic anastomosis and Left 
ampullo-ampullary anastomosis 1 


Table 2 - Type of Anastomosis and Outcome 


Type of Anastomosis 

Total 

Term Pregnancies 

- w 

Abortion 

Patients- 

Not 

% 

No 

% 

Isthmus-Isthmus 

3 

1 

33.3 

- 

-— 

Tubal Teimplantion 

7 

2 

28.6 

1 

14.2 

Ampul lo-Ampullary 

3 

2 

66.6 

- 

— 

Ampullo- Isthmus 

2 

- 

— 

* 

— 

Total 

15 

5 

— 

1 

— 

Table 3 

- Sterilization Method and Outcome 


« 

Sterilization Method 

Total 

Term Pregnancies 

Abortion 


Patients 

No 

% 

No. 

% 

Pomeroys 

6 

1 

16.7 

- 

— 

Laproligation 

9 

4 

44.5 

I 

Ill 

Total 

15 

5 

— 

1 

— 


Table 4 - Tubal Length and Outcome 


Tubal Total Term Abortion Lost to 

Length Patients Pregn. Follow Up 

No % No. % No % 


< 4cms 

4 



1 

25.0 

3 

75.0 

4-6cms 

8 

2 

25.0 

- 

— 

6 

75.0 

>6cm$ 

3 

3 

100.0 

- 

— 

- 

— 


rates ranging from 50% to 8<)%‘'- 6 '\ In the 15 pa¬ 
tients in our scries, who had a median follow up of 
16 months, there were 6 intrauterine pregnancies 
(40%) out of which 5(33.3%) were term deliveries 
and one was a spontaneous abortion 

There was no significant morbidity in any of 
the 15. which is consistent with Spivak's study***. 

Social factors which brought a patient for re¬ 
versal included remarriage following divorce and 


sib deaths. The reasons for requesting reversal arc 
similar to those in Spivak's study***. 

Silber and Cohen* 9 * found that length was the 
important factor in their success with reversal of 
sterilization operations, as our study. 

Vasqucz ct al"°* suggested that the results of 
reversal surgery arc much better if the interval from 
sterilization is less than 5 years. All but one of our 
patients had the interval of more that 5 years, which 
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in agreement with their study, though Spivak et 
,S .c*> could not corroborate this finding in their study 
3 Like Winston*** we found that the site of 
anastomosis significantly afTcctcd the eventual out- 

C ° m< A 66.6% intrauterine pregnancy was achieved 
after ampullo-ampullary anastomosis 33.3% with 
isthmus-isthmus anastomosis. Spivak' B > achieved 
88% intrauterine pregnancy rate after istmus-istmus 
anastomosis. Seven patients had tubal implantation 
by Patterson's technique with a success rate of 57%. 
60% intrauterine pregnancy was achieved by Spivak 
et al (,) from this technique. 

No ectopic pregnancies have been reported in 
this series although Spivak et al‘*> reported 7% in 
their work. This is probably due to lesser number 
of eases in our study. 

Recently laparoscopic technique alone or in 
combination with laparotomy has been used for re¬ 
versal sterilization with considerable decrease in the 
operating time and accelerated return to work OMl> . 

The sterilization procedures have to be earned 
out in patients keeping in mind the age parity, so¬ 
cial conditions prevailing. In vulnerable eases al¬ 
ternate form of contraception can be offered The 
sterilization techniques should be such which can 
have maximal possibility of future reversal. 
Laproligation (clip application) in mid isthmic por¬ 
tion of fallopian tube satisfies these criteria. This 
can allow an isthmic-isthnuc or ampullary- 
ampullarv anastomosis and offer a high prospect 
of achieving a live birth after reversal surgery . 
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Polyuria and Arrhythmia in an Adult Male: A Case Report 


Arsad Karcic M.D; Faroque A. Khan M.B, M.A.C.P 

A bstract: Besides the well-recognized cause of increased urination in men - diabetes,, pros¬ 
trate enlargement, urinary injections, etc., in some patients with atrial arrhythmias, in¬ 
creased urination can be the first symptom. This case reinforces the importance of a careful 
history and physical examination. This symptom of increased urination is curable if the 
precipitating arrhythmia is controlled. 

JK Practitioner 1997, 4(2): 109-111 

Key words: Polyurina, atrial arrhythmia. 


Case Report 

A 53-year-old male, previously in good health, 
began experiencing nocturnal urination, which was 
intermittent in nature and not related to any food 
or fluid intake. In addition, he experienced occa¬ 
sional light headedness. particularly when he was 
prostrating and in Sajda 

The patient's mother had adult onset diabetes. 
There were no other significant contributory fac¬ 
tors in patient s personal, social or occupational 
history He was on no medications 

On examination, the patient was in no distress. 
The only abnormality on physical examination was 
an irregularly irregular pulse at a rate of 120-130 
per minute: all pulses were felt. All laboratory val¬ 
ues. including arterial blood gases, blood sugar, 
lipids. CBC. renal profile, thyroid functions, and 
urinalysis were within normal limits. EGK showed 
atrial fibrillation, with a ventricular rate of approxi¬ 
mately 120/min. normal intervals and axis, no ST- 
T wave abnormalities. 

Hospital Course 

The patient was admitted for monitoring. The 
new onset atrial fibrillation was treated initially 
with Digitalis to slow the heart rate, followed by 
maintenance therapy with Procainamide. On this 
regimen, the patient s arrhythmia reverted to regu¬ 
lar sinus rhythm He was subsequently maintained 
on small dose of oral Flecainidc. Extensive investi¬ 
gations. including echocardiography and stress 
thallium tests, revealed no abnormalities. Over 


subsequent course, patient had intermittent episodes 
of arrtythmia. always associated with increased uri¬ 
nation. Hotter monitoring was done twice, and the 
dosage of Flecainidc was adjusted accordingly. 

Final Diagnosis 

Lone atrial fibrillation. 

Discussion 

Atrial fibrillation represents a common and 
challenging arrhythmia. A rational approach to 
management of the individual case depends on care¬ 
ful assessment of the temporal pattern of the 
arrhythmia, associated cardiovascular disease, and 
any particular features suggesting the advisability 
or risks of any particular treatment regimen. 

In view of the normal underlying cardiovascu¬ 
lar status, and the general robust health of the pa¬ 
tient with no evidence of any thyroid or other 
comorbid condition, a diagnosis of lone atrial fi¬ 
brillation was made, and the patient was continued 
on anti- arrhythmic drugs. 

The clinical presentation of increasing urina¬ 
tion. in association with the onset of arrhythmia, 
was perhaps related to the release of natriuretic 
hormones- which are known to have diuretic, 
natriuretic and other actions. 

Natriuretic hormones are a group of peptides, 
proven to have diuretic, natriuretic, hypotensive, 
antiproliferative and other actions. Physiologically 
they can be described as antagonists of the Rcnin- 
Antgiotcnsin-Aldostcron Axis (RAAA). There arc 
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three known natriuretic hormones. The first to be 
described in 1981 was atrial natriurcrtic peptide 
(ANP). followed by brain natriuretic peptide (BNP) 
and recently C-typc natriuretic peptide (CNP). Pro- 
ANP. consisting of 126 Amino Acids (126AA). is 
immediately after secretion cleaved into the C-tcr- 
minus (ANP. AA99-126) and-terminus. which con¬ 
sists of two peptides (AA 1-30 and AA 31-67) with 
the same activity as ANP 

ANP in healthy individuals is secreted as pro- 
ANP by atrial myocytes in the heart, as well as by 
brain and some other extracordial tissues. Its ap¬ 
pearance in the ventricles is a significant pathologi¬ 
cal finding. The secretions of ANP from the atria 
and the resulting diuresis and natriuresis depend 
on many factors: 

1) Abnormal atrial wall stretching due to vol¬ 
ume overload (CHF. CRF. cor pulmonale, 
nephrosis, cirrhosis) and high central ve¬ 
nous pressure values arc a potent stimulus 
for ANP production. Increased atrial pres¬ 
sures do usually, but not always, cause atrial 
wall stretching and ANP release. Theoreti¬ 
cally, there is no ANP production in peri¬ 
cardial tamponade, where the increased 
intra-atrial pressure is offset by the accu¬ 
mulated pericardial blood, preventing any 
atrial wall stretching. In contrast, in surgi¬ 
cal heart manipulation, the atria may be 
stretched and ANP secreted in the absence 
of increased intra-atrial pressures. 

2) Significant but smaller increases of ANP 
occur in hypertrophic ventricle, correspond¬ 
ing the degree of ventricular enlargement 
(hypertension, cardiomyopathies, cor 
pulmonale) and arc noted as well in a fail¬ 
ing ventricle (as seen in tachycardia-in¬ 
duced cardiomyopathy), corresponding the 
degree of reduction in LV compliance and 
systolic function The mere presence of ANP 
in ventricular tissue, proven by biopsy, is 
pathological. 

3) Lack of atrial contraction and lack of rhyth¬ 
mic relaxation of atrial stretch receptors 
may be considered the major stimuli respon¬ 
sible for ANP release during acute parox¬ 
ysmal atrial tachyarrhythmias. This release 
is rate dependent. Additionally, the 
arrhythmias are usually causing an increase 
in atrial pressures, further stimulating ANP 
secretion. But. sometimes ANP levels are 
normal in AF. This is cither because the AF 
is accompanied by normal atrial pressures, 
or because the chronic AF led to degenera¬ 


tion of ANP-sccreting atrial myocytes. In 
both instances ANP is not elevated. ANP 
release is blunted. 

4) In thyrotoxicosis with AF. the elevated thy¬ 
roid hormones per se cause a bigger ANP 
increase than the AF docs alone. 

5) Hypoxia and myocardial ischemia, as seen 
in MI, cause elevated ANP levels. 

6) ANP secretion is enhanced by physiologic 
factors like supine posture or exercise. 

7) Finally, one should note that ANP levels do 
not correspond with left atrial dimensions 
in chronic atrial fibrillations. A decrease in 
ANP secretion is observed, for example: 

a) in clinically improving CHF. 

b) during anti-arrhythmic therapy; 

c) after successful cardioversion, irrespec¬ 
tive of the used mode (spontaneous, 
medicamcntous. direct current), and 

d) in sudden hypotension (as in inadequate 
cardiac pacing) where ANP levels rap¬ 
idly drop, probably as a compensatory 
mechanism, indicating the existing of a 
negative feedback and the influence of 
CNS on the level of ANP 

The second natriuretic peptide described was 
BNP. It is produced in normal persons mainly by 
the brain and cardiac ventricles, and less by atria 
and other tissues. It is produced in the way and has 
the same effects as ANP, only less pronounced In 
pathologic ventricular enlargement. BNP is rela¬ 
tively more produced than the normally absent ANP 
C-typc natriuretic peptide, produced predominantly 
by the CNS. has probably no endocrine, but only a 
paracrine role, meaning it acts indirectly by modi¬ 
fying the action of other hormones. CNP competes 
with ANP and BNP for the same receptors. It is in¬ 
creased in septic shock and CRF; but its role is 
largely unknown. 

The “tachycardia-polyuria syndrome' is the 
phenomenon of increased urination following an 
episode of atrial tachyarrhythmia (like AF. SVT). 
caused by increased ANP and BNP secretion by 
atrial myocytes. ANP and BNP are increased four¬ 
fold during the attack and remain above normal lev¬ 
els up to 20 minutes after the end of the attack. ANP 
levels are higher than those of BNP. because of a 
larger ANP atrial reserve. These two hormones arc 
responsible for polyuric episode in patients with 
atrial tachyarrhythmias, and should therefore be 
considered in the differential diagnosis of polyuria. 
With restoring the normal SR. the tachycardia- 
polyuria syndrome is “cured.” 
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Pulmonary Arteriovenous Malformations: A Case Report & Review of 
Literature 


Sarfraz AK Durr ani MD, Faroque A Khan MB, MACP _ 

Abstract: A case of a young black female diagnosed as hereditary hemorrhagic 
telangiectasia with pulmonary aieriovenous malformation, followed up for twenty 
years is presented here. 

A review of literature with focus on diagnostic and therapeutic implications of the 
case are discussed. Attendant complications are highlighted. 

JK Practitioner 1997; 4(2): 111-t!-4 

Key words: Hereditary hemorrhagic telangiectasia, pulmonary aieriovenous malfor- 


Introduction 

Wc had the opportunity to follow a >oung black 
female with pulmonary arteriovenous malformations 
( PAVMs) over a twenty year period, during this time 
period she delivered a child, developed cerebral 
abscess, followed by seizure disorder and remained 
chronically hypoxic Wc present this patients his¬ 
tory along with a brief review of PAVMs. approach 
to its diagnosis and management and recent ad¬ 
vances in delineating its mode of transmission 

Case report 

This young black female was first diagnosed 
as having hereditary hemorrhagic telangiectasia 
(HHT) in 1975 al age 2 1 when during the second 
trimester of pregnancy she presented with increas¬ 
ing exertional dyspnea, episodes of hemoptysis and 
cpistaxis since childhood and a normal pregnancy 


in 1973 at age 19. Physical exam was remarkable 
for cyanosis, finger clubbing and telangiectases of 
the tongue, buccal mucosa and the fingertips. A di¬ 
agnosis of HHT was made after a pulmonary 
angiogram showed multiple arteriovenous fislulac 
in both the lungs with a right to left shunt of ap¬ 
proximately 50%. 

Subsequently al the age of 27 yrs. in August 
1981 she was readmitted with headache, fever and 
vomiting. CT scan of the head showed a left fron¬ 
tal lobe brain abscess which produced 60 cc of pus 
on burr-hole drainage. Gram stain of the pus showed 
gram-positive cocci in chain and gram-negative 
rods. Anaerobic cultures grew Streptococcus 
intcrmcdius and fusobactcriun species. She was 
treated with antibiotics and was subsequently started 
on Dilantin She developed a seizure disorder sub¬ 
sequently and also had a history of upper and lower 
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r'l bleed on and off 

Her final admission was in September 1993 
hen she was admitted to the hospital with gcncr- 
"tized tonic clonic seizures. Physical examination 
•bowed a regular pulse rate of 110/m in. blood pres- 
- re of 107/50 mm Hg. respiration rate of 24/min 
nd temperature of 100.7 F She had pallor of the 
conjunctiva, no jugular venous distension, good bi¬ 
lateral air entry of the lungs with clear breath sounds 
and a loud S2 with a 2/6 ejection systolic murmur 
at the left sternal border She also had pale nail beds 
with clubbing and poor capillary refill. Serum elec¬ 
trolytes. renal profile and urinalysis were within 
normal limits. Hemoglobin was 4.9 g/dl. Arterial 
blood gas on room air had a pH of 7.45. PCO, 26 
mm Hg. PO, 37 mm Hg and oxygen saturation of 
75% An A-a gradient of 80 mm Hg was noted On 
100 % oxygen she had a pH of 7.30. PCO, 25 mm 
Hg. PO. 47 mm Hg. with an oxygen saturation of 
80% and a calculated A-a gradient of 646 mm Hg. 
Chest X-ray showed cardiomcgaly and multiple bi¬ 
lateral densities consistent with PAVMs with no 
acute infiltrates. CAT scan of the head showed a 
bonv defect of the left fronto-parietal area and an 
area of low attenuation in adjacent cortex. There 
arc bilateral calcification of basal ganglia and the 
falx cerebri. Patient was reloaded with Dilantin and 
was started on oral supplementation with iron ta¬ 
bles as she refused blood transfusion. She was dis¬ 
charged home under the care of the private physi¬ 
cian She expired a few months later following a 
generalized tonic clonic seizure. 

Oxer the course of twenty years of follow up 
she was generally able to do her household chores 
and was mildly symptomatic on exertion. She did 
not accept any long term home oxygen treatment. 


Discussion 

Pulmonary arteriovenous malformations 
(PAVMs) arc a linkage of a branch of the pulmo¬ 
nary- artery- to the vein through a thin walled aneu¬ 
rysm without an intervening capillary network. The 
PAVMs can be broadly categorized as (1) congeni¬ 
tal including those associated with hereditary 
hemorrhagic telangiectasia (Osler-Rendu-Wcbcr) 
and (2) acquired secondary to trauma, cirrhosis, 
schistosomiasis and carcinoma 

Hereditary hemorVhagic telangiectasia (HHT) 
was first recognized ill 1864 by Sutton. In 1896 
Rcndu (,) recognized the association between heredi¬ 
tary cpistaxis and tclkngiectasia. This was followed 
by reports by OslferP* and Weber 01 . Hanes coined the 
term hereditary hemorrhagic telangiectasia in 1909. 
HHT is a group of ai^osomal dominant disorders 


with incomplete penetrance which occurs over a 
wide geographical and ethic distribution. Genetic 
heterogeneity had been established between vari¬ 
ous family groups with 9q33-q34'" and 12q being 
the implicated genes. Endoglin 1 ' 1 has been recently 
identified as the 9q3 gene which encodes a binding 
site for the transforming growth factor beta on the 
endothelial cells. 

This case illustrates well the hypoxemia seen 
in patients with PAVMs. Hypoxemia in any patient 
can occur due to. a decreases in the inspired PO,. 
hypoventilation. V/Q mismatching or shunt. In both, 
hypoventilation and decrease in inspired PO, the A- 
a gradient (PAO,-PaO.) is not elevated. 
Hypoventilation is characterized by an increase in 
the PCO, with a proportional decrease in PO,. An 
increase in the A-a gradient is suggestive of V/Q 
mismatching or shunting The hypoxemia of V/Q 
mismatch generally improves with supplemental 
oxygen whereas that of a shunt, as seen in this ease, 
docs not improve substantially even with 100%oxy¬ 
gen. Shunting occurs when the mixed venous blood 
bypasses the alveolar oxygenation and enters the 
systematic circulation directly. This problem ol 
right-to-left shunting of the blood is seen often in 
congenital heart disease with intracardiac transfer 
of the blood from the right to the left chamber of 
the heart. If congenital heart disease is ruled out in 
a patient presenting with dyspnea, fatigue, cyanosis, 
polycythemia or bruit over the lung fields PAVMs 
should be suspected. Clinical criteria for the diag¬ 
nosis of HHT include any two of the following: evi¬ 
dence of autosomal dominant inheritance, cpistaxis. 
telangiectasia and visceral involvement* 6 *. Clues to 
look for include history of cpistaxis. the common¬ 
est manifestation, which occurs in 80% of the pa¬ 
tients and family history of cpistaxis. A through 
search should be done for telangiectasia of the 
palms, nail beds, conjunctiva, lips and tongue. 
These arc present in two thirds of the patients by 
age 40. Neurologic manifestations occur in one third 
of the eases and consist of strokes, transient 
ischemic attacks, migraine, seizure and brain ab¬ 
scess**'. PAVMs arc responsible for two thirds of the 
neurological manifestations and brain abscess, tran¬ 
sient ischemic attacks and stroke occur almost ex¬ 
clusively in association with the PAVMs with right- 
to-lcft shunting, probably due to paradoxical septic 
emboli* 1 **’. These symptoms may be the first mani¬ 
festation of PAVMs or HHT itself. About 5% of the 
patients with HHT have cerebral arteriovenous mal¬ 
formations. If congenital heart disease is excluded 
in a patient without an obvious primary source for 
brain abscess such as infection of cars, sinuses. 
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lungs and trauma or surgery then a search for 
PAVMs may be justified" 0 ’. If left untreated there is 
a significant mortality in patients with PAVMs due 
to stroke, brain abscess, hemoptysis and 
hemothorax. The last two conditions occur due to 
the rupture of thin walled PAVMs in to the bron¬ 
chus or the pleural space respectively. This point 
emphasizes the fact that all family members should 
be screened for PAVMs as they could present only 
after the above complications. Moreover a single 
PAVM with no previous symptomatology can present 
with a stroke due to a paradoxical embolus'*’. Preg¬ 
nancy imparts an increased risk of fatal pulmonary 
hemorrhage, stroke and deterioration of the 
intrapulmonary shunt fraction" 11 . As such all pa¬ 
tients with HHT as well as family members should 
be screened for PAVMs before conception. 

Intractable gastrointestinal bleeding from the 
upper or the lower Gl tract, can occur in the fifth or 
sixth decade of life. Atypical cirrhosis can occur 
rarely and can lead to high output cardiac failure 
due to righl-to-lcft shunting in the liver" 1 '. 

Room air hypoxia may be noted even in the 
presence of a single PAVM Orthodcoxia refers to a 
decrease in the oxygen saturation in the sitting or 
standing position. Since two third of the PAVMs arc 
located in the lower lobes of the lungs, orthodcoxia 
is seen in PAVMs due to the preferential blood flow 
to the lower lobes of the lungs due to gravity in¬ 
duced redistribution and consequently to an increase 
in the shunt fraction and hypoxia. There is also an 
increased in the lung volume in the upright posture 
which may increase the outward traction on the thin 
walls of the malformations, thus increasing the cross 
sectional area and reducing the resistance to the 
blood flow"". Orthodeoxia forms the basis of the 
screening test for asymptomatic or svmptomattc 
PAVMs. 

Blood gases should be done in the supine, sit¬ 
ting and the standing position. In a scries of pa¬ 
tients with multiple PAVMs the mean of these val¬ 
ues was found to be 58. 55. and 47 mm HG respec¬ 
tively. Alternately finger oximetry may be monitored 
in these positions Lateral and anteroposterior chest 
radiographs should be obtained next and may show 
well demarcated densities especially in the lower 
zones. PAVMs arc defined as simple when a single 
dilated artery leads into a single bulbous communi¬ 
cation with a single draining vein, the rest of the 
lesions arc complex. Malformations with afferent 
vessels 3mm in diameter or more arc considered sig¬ 
nificant'*’. 

Pulmonary angiogram is the diagnostic test of 
choice to evaluate small undetected PAVMs and is 
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essential for planning the therapeutic course Con¬ 
trast enhanced helical CT scan is less invasive and 
may be done every five years to rule out the growth 
of any residual PAVMs in treated patients"". Con¬ 
trast enhanced transthoracic echo, transesophageal 
echo and radionuclcotidc angiocardiography have 
all been found to be useful. Therapy is aimed at oc¬ 
clusion of the malformation. Through surgical 
ligation or resection was the treatment of choice 
earlier occlusion of the malformation by coil 
embolisation or detachable balloon embolisation i$ 
considered the treatment of choice today'"-'". There 
is an increase in the oxygen saturations both in the 
supine and sitting positions and the orthodcoxia 
ameliorates"". Occlusion of the malformations even 
in the presence of single lesions should also pre¬ 
vent the occurrence of strokes and brain abscess 
Patient with PAVMs should be prophyiaxed with an¬ 
tibiotics before dental or surgical procedures"" 
Gene replacement therapy may be a realistic possi¬ 
bility in the future with the discovery of the 
Endoglin gene. 
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Svndrome of Inappropriate Secretion of ADH (SIADH) Due to Angio-tensin 
Converting Enzyme Inhibitors Unmasked by Excessive Fluid Intake 


MR Teli MD. MRCP, M Ahmed MRCP; MS Anwar MBBS; MS Zaroo MBBS, MD; 
MT Rehman MBBS, MRCP 

Abstract: Hypontraemia, defined as serum sodium less than 130 mmol l, is a com¬ 
mon electrolyte disturbance affecting upto 5% of hospital patients'. Severe 
hyponatraemia (serum sodium less than USmmol l) is rare. The syndrome of inap¬ 
propriate secretion of hormone is the common cause of normovo/aemic 
hyponatraemia and accounts for about 50% of all hyponatraemia. Some of the com¬ 
mon cause of SIADH are malignant disease (bronchogenic carcinoma, lymphoma, 
leukaemia, sarcoma) chest disorders (pneumonia, tuberculosis, asthma, empymea, 
pneumothorax), central nervous system disorders (meningitis encephilitis , head in¬ 
jury, brain tumour, abscess) and drugs (chlopropramide, carhamazepine and 
cytotoxics) 

JK Pracliltoner 1997; 4(2):lt4-tlS 

Key words: SIADH, AC hi inhibitors, hyponatraemia. 


Wc report here two patients with symptomatic 
hyponatraemia due to syndrome of inappropriate 
secretion of ADH caused by angio-tensin convert¬ 
ing cn/y me inhibitors unmasked by excessive drink¬ 
ing which wc believe has not been reported before 
in the literature. 

Case 1 

A 59 year old lady was admitted on 24;3:96 
with a 24 hour history of nausea, vomiting, confu¬ 


sion and difficulty in standing and walking. Seven 
days prior to admission she was diagnosed as hav¬ 
ing cystitis and given a course of Trimcthprin and 
advised to take lots of fluids. She was also known 
to be hypertensive and was on Ramipril for about 3 
years. She started drinking twelve cups of tea. two 
cups of coffee, eight glasses of black currant and 
two glasses of lemonade per day. When she was ad¬ 
mitted she had a pulse of 90/minutc. B P. 140/80 
(no postural drop), temperature 37.8 deg C. She was 
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grossly confused with mild trunkal and gait ataxia. 
Cranial nerve examination showed nystagmus but 
no papillocdema. There were equivocal cerebellar 
signs but no other focal neurological deficit was 
present. Soon after admission the patient went into 
status cpilcpticus and had 3 episodes of tonicclonic 
seizures over one hour period. 

Investigations showed haemoglobin 13.5g/dl. 
WBC 13.1. Na 111. K 4.3. Urea 2.5. Creatinine K6. 
Normal liver and thyroid function tests. Chest X- 
ray and ECG were normal. Scrum cortisol was nor¬ 
mal. CT scan of the brain and abdominal ultrasound 
were normal. Lumbar puncture showed normal CSF. 
Mid-stream urine and blood cultures were negative. 
Scrum osmolality was 240 and urine osmolality was 
504. 

Diagnosis of SIADH due to Ramipril. un¬ 
masked by excessive fluid intake was made. She was 
given lOOmls of 1.8% hypertonic saline over two 
hour period and also started on phyenytoin infusion 
The next day she was concious and alert. She was 
kept on fluid restriction, and over the next three 
days had a negative fluid balance of 3597mls 
.Ramipril was stopped on admission. Over the next 
5 days her scrum Na was 120.132.1 39.140 and 137 
and scrum and osmolalities were 289 and 394 re¬ 
spectively On eight month flow-up she was fine with 
normal serum sodium 

Case 2 

A 79 year old lady was admitted on 20:10:96 
with atypical chest pain. She also had some dysuria 
and was passing small amounts of urine. She was 
known to have hypertension and depression. Clini¬ 
cal examination was normal. She was on cnalapril 
5mg/da> and lofcpramine 70mg twice daily. Inves¬ 
tigations showed normal full blood count, liver func¬ 
tion. thyroid function, cardiac enzymes and chest 
X-ray. On admission her urea was 3.9mmol/l. 
creatinine 90micro-mols/l. sodium 132 mmol/I and 
potassium 4.3mmols/l. During admission she felt 
thirsty and started drinking about 3 litres of water 
per day. Six days later she became forgetful I and 
confused Neurological examination did not show 
any local deficit. Repeat blood tests showed sodium 
127mmols/l. Potassium 4 4mmols/l. Urea 3.4mmols/ 


I and creatinine 110. Scrum osmolality was 40() 
Diagnosis of SIADH was made. Initially lofcpramine 
was stopped and she was commenced on fluid re¬ 
striction. It did not make much difference to symp¬ 
toms and therefore cnalapril was slopped and 
nifedipine retard 20mg twice daily was started She 
showed remarkable improvement over the next 3 
days. She had a negative fluid balance of 2050mls 
Her scrum sodium over the next 2 days were 
133mmols/l and l34mmols/l with scrum and urine 
osmolalities of 283 and 353 respectively. 

Discussion 

Angio-tensin converting enzymes arc one of the 
commonest cardiac drugs prescribed Since their 
availability in 1977 their indications for use arc on 
increase. In addition to hypertension and conges¬ 
tive heart failure, their use after acute myocardial 
infarction w ithout heart failure is on increase'. One 
of the known side effects is hyponatracmia J & con¬ 
ventionally this side cfTcct is considered to be sec¬ 
ondary to its anti-aldostcronic effect*. Lisinopril has 
been reported to cause SIADH 2 . There are no pub¬ 
lished reports of SIADH due to ramipril and 
cnalapril. More importantly the circumstances lead¬ 
ing to clinically manifest SIADH associated with 
excessive fluid intake has not been reported. In con¬ 
clusion. we feel that all ACE inhibitors are poten¬ 
tial cause of SIADH and it can become clinically 
manifest if for any reason patient drinks excessively. 
As ACE inhibitors arc being widely used, this pos¬ 
sibility should be kept in mind and the patients may 
have to be informed about this possible risk. 
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A Giant Right Atrial Myxoma 


M A Kamili MD; AG Ahangar M.ch, N. Ahmad MD; G. Ali MD; S. Rasheed MD; 
G O . Allaqaband FRCP __ 

Abstract: A giant right atrial myxoma (8x8 cms, wt. 100 gm) reaching right ventricular 
outflow tract which is very uncommon and causing obstructive symptoms with right heart 
failure, having been misdiagnosed clinically as Ebstein anomaly is presented here. 

JK Practitioner 1997; 4(2): 116-118 
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Introduction 

Myxomas arc the commonest primary' cardiac 
tumors' and 93% of these occur sporadically with 
the mean age of 56 years. 70% of cases arc females. 
86% of these tumors occur in left atrium and 90% 
arc solitary 2 But rarely myxomas can occur in right 
atrium and less often in ventricles. Myxomas may 
also be familial in 7% of cases which appear to be 
transmitted as autosomal dominant manner*. These 
patients arc relatively younger and have associated 
features like pigmented nevi. lentigens or both, ad¬ 
renal disease, testicular tumors, mammary 
fibroadenomas, acromegaly etc. Such patents can 
have multiple tumors involving chambers other than 
left atrim and arc likely to have a recurrence after 
surgery 1 . 

Symptoms and signs produced by myxomas, 
simulate a variety and diverse cardiac diseases for 
a substantial period of time. We report a case of gi¬ 
ant solitary right atrial myxoma in a young male 
patient with multiple pigmented nevi. who was clini¬ 
cally misdiagnosed as Ebstein anomaly. Other fam¬ 
ily members did not reveal any such lesion. The 
myxoma was so big that part of it was extending 
into the right ventricular outflow tract which is rare. 

Case Report 

A 19 year old male presented with a 2 years 
history of recurrent low grade febrile illness last¬ 
ing 2-3. weeks, with an intervening afebrile period 
of 2-3 months, and occasional history of dizziness/ 
syncope on sudden change of posture (usually from 
sitting to standing position), malaise, palpitation, 
easy fatiguibility and dyspnea on exertion . He did 
not give any history of chest pain, edema feet, symp¬ 


toms related to pulmonary system embolism or any 
history suggestive of rheumatic fever. The patient 
had been diagnosed as Ebstein Anomaly prior to 
admission. 

General physical examination revealed nor¬ 
mal vital parameters, no cyanosis. Black moles over 
chest, abdomen, and right palm were seen without 
any other association 

There was a mild pre-tibial and pedal edema. 
JVP was raised with prominent ‘a wave. 

On cardiac examination a grade III parasternal 
heave was felt. First heart sound was normal. There 
was a grade 3/6 pansytolic murmur and grade 2/6 
diastolic murmur at tricuspid area. These murmurs 
were also heard at mitral area although with less 
intensity. Murmurs were better heard during inspi¬ 
ration. changes of posture produced a marked 
change in intensity of both the murmurs. Physiologi¬ 
cal splitting of second heart sound could not be ap¬ 
preciated c\cn after deep inspiration and appeared 
single. In addition a mid-diastolic tumor plop was 
heard. 

Examination of abdomen revealed a tender 
non-pulsatilc hepatomegaly. 4cms below costal mar¬ 
gin Other system examination was normal. 

Routine hemogram, kidney function tests, 
blood sugar and liver function testes were normal. 
ESR was 27mm after 1st hour (Wcstergrens Method). 
X-ray chest revealed a cardiomcgaly with promi¬ 
nent right ventricular and right atrial enlargement 
(Fig.I). Electrocardiogram revealed sinus rythm. 
right atrial enlargement. I* heart block with inter¬ 
mittent 2:1 A V block (fig.II). Two dimensional 
(2D) echocardiography (Fig 111 & IV) showed a large 
at least, bilobed mobile mass of 8.0x4.0 cms in s:/c 
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arising from righl atrial cavity in close proximity 
to SVC opening prolapsing into dilated right ven- 
iricle (14.4 ems) during diostolc and nearly occlud¬ 
ing *hc tricuspid valve. One of the lobes of the mass 
was practically approaching pulmonary valve in 
right ventricular outflow tract (RVOT). During sys¬ 
tole the most of the mass if not whole mass was re¬ 
treating back into the right atrium. There was evi¬ 
dence of PAH. X-ray skull and abdominal 
ultrasonographic studies were normal. 

In view of age of the patient and physical find¬ 
ings of moles, family members of the patient were 
also screened. All of them were asymptomatic, there 
were no clinical signs and echocardiography did not 
reveal any intra-cardiac mass. 

The patient was subjected to surgery. Right 
atrium was found enlarged to double its normal size. 
A mass was seen in right atrium filling almost whole 
of it and extending into right ventricle and partially 
into RVOT. The mass was excised along with small 
portion of atrial wall as the tumour was found to be 
sessile. Post operative period was uneventful. The 
excised mass was of the size of 8cms x 8cms and 
weight 100 grams. Biopsy confirmed it to be a 
myxoma. The patient is being followed up for any 
recurrence, meanwhile his cardiac size is consider¬ 
ably reduced. His ECGs have never again show II* 
AV block, and he is of course asymptomatic. 

Discussion 

Whereas sarcomas arc the commonest righl 
atrial tumors, however, right atrial myxomas com¬ 
prise 18% of all myxomas 1 - 6 Right atrial tumors usu¬ 
ally produce symptoms of right heart failure, fatigue, 
peripheral edema, prominent "a” waves in jugular 
veins, ascites, hepatomegaly. Most of the patients 
present with constitutional symptoms, embolic and 
obstructive phenomenon 4 . Our patient had both 
symptoms due to right sided cardiac failure and ob¬ 
structive symptoms (Dizzincss/Syncopc). whereas 
symptoms due to pulmonary' emboli were absent. The 
tumour is in our case so large that it extended into 
right ventricular outflow tract which is very uncom¬ 
mon. Exertional dyspnea is present in 75%. fever 
in 50%. paroxysmal dyspnea and weight loss in 25% 
each. Severe dizziness and syncope are seen in 20% 
each. Some patients (15% each) present with 
hemoptysis and sudden death 245 . Most of these 


symptoms were present in our patient. A mid 
diastolic murmur is seen in 50 of eases. Right heart 
failure and pulmonary hypertension is seen in 70% 
of eases. The present patient had no history or clini¬ 
cal evidence of pulmonary embolism and nor had 
any evidence of pulmonary hypertension. Anemia, 
raised ESR is strfcn in 33% and elevated globulins 
in 10% patients 

The average time interval from symptomatic 
to the correct diagnosis of right atrial myxoma may 
be years 2 , and hence deserves a high index of suspi¬ 
cion. Right atrial turmors have been misdiagnosed 
as Ebstein Anomaly because of common presenta¬ 
tion and similar cardiac signs 2 , as happened in this 
ease when he came to us as having been clinically 
labelled as possible Ebstein Anomaly. This anomaly 
can also present as dyspnea, palpitation in teen¬ 
agers. occasional prominent ‘a* waves in jungular 
veins, a systolic murmur of tricuspid regurgitation, 
a short mid diostolic murmur, a prolonged PR in¬ 
terval, a tall P wave in ECG and enlarged right 
atrium in chest x-ray. This further stresses the need 
for high index of suspicon. 

Prompt diagnosis, exact size and location of 
the turmor, and specific surgical treatment the 2D 
Echocardiography is the investigation of choice. It 
also rules out the possibility of other lesions which 
the patient is usually diagnosed as on clinical 
grounds. The patient should be subjected to surgery 
as soon as possible after diagnosis as there is ever¬ 
lasting danger of embolism before surgery. 
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Malignant Giant Cell Tumors of Soft-Tissue - An Unusual Presentation of 2 

Cases 


Shiekh Aejaz Aziz DM, Mushtaq Ahmad MD; G M Jan MD; Azra Shah MD; Parvecn Shah 

MD, Gul Mohammad Bhat MD; Hajra Bano_ 

Abstract: This paper presents clinico-pathological features of two patients of Cain I ce Tl 
tumor of soft-tissue, t he unusual sites of involvement and an aggressive course in case of 
paratesticular tumor in contrast to the usual presentation, was seen in the study. 

JK Trachtioner 1997, 4(2): // 9-121 
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Introduction 

Gain! cell tumors of soft-tissue arc rare, 
mesenchymal neoplasms', possessing a capacit> for 
local recurrence-' These tumors consist of a het¬ 
erogeneous mixture of muliinuclcatcd giant cells 
(occasional!) containing astroid bodies) 
mononuclear histiocytes and Iibroblasts arranged in 
multinodular fashion with \anablc cellular 
plcomorphism and mitoses'. I he predominant re¬ 
ported sites arc in the extremities', however, oc¬ 
currence in paralcsticular and coccygeal region is 
unusual 

Case-Report (I) 

Mr SGH. 55 years old Ladakhi, was seen on 
26/09/19X9 complaining of a lump in his left testis 
for the past 1 years The swelling apparently had 
evolved slowly without pain and there was no ante¬ 
cedent history of trauma. Clinical examination re¬ 
vealed the patient in PS 1 (ECOG). having thick¬ 
ened skin and prominent veins over scrotum locally 
with three 0 5 x 0 5 ems subcutaneous nodules. Left 
testis was replaced by a 12 x X ems firm, slightly 
tender swelling (Fig 1) having smooth outline. 
There were no fluctuations and trans-illumination 
lest was negative. Right testis was normal Rest of 
the clinical examination was non-contributory. Rou¬ 
tine laboratory and biochemical investigations in¬ 
cluding tumor markers (hCG. AFP), chest x-ray and 
abdominal USG were normal. An Inguinal 
orchidcclomy was done and histopathological fea¬ 
tures of the resected specimen revealed a para¬ 
lcsticular giant cell tumor. The tumor was highly 
vasculariscd with infiltration to skin and left 
inguinal region Postopcralivcly. patient developed 



hi ft / Cut section of the paratesticular tumor, show¬ 
ing Testicular tissue represented by small ar¬ 
row and large arrow representing the tumor. 

deterioration in his PS and ascites (Transudativc. 
negative for malignant cells). Repeal investigations, 
including septic screen was normal. He received8 
fractions of local RT. later, without any relief and 
died on the 17th post-operative day. 
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Case-Report (2) 


These cells possess acid-phosphatase. beta- 
glucronidasc. alpha naphthyl acetate 
cstrasc and have HLA-A.B.C. HLA- 
'OR, Leu M3 and leu 3 cell surface 
markers'*. An osteoclast lineage ori¬ 
gin has been suggested by 

ultrastructural observations The 
tumor cells demonstrate osteoblastic 
and chondroblaslic differentiation 
with osteoid, bone and cartilage for¬ 
mation'. The patient with 

Paratcsticular gaint cell tumor had re¬ 
active foci of osteoid formation. Quan¬ 
tity of bone, plcomorphism and 
mitoses don’t necessarily indicate the 
rapidity of the course of the tumor or 
its likelihood to mctastasisc". however, 
the patient with paratcsticular tumor 
had a highly vasculariscd tumor infil¬ 
trating skin and left inguinal region 


Fig 2 photomicrograph oj the coccygeal gamt cell ficia | (involving muscle, deep fascia and tendons). 

soft tissue tumor x 400(H/E). An a | tcrnal j vc classification is based on osteoid and 


Mr. GA. aged 50 years, presented with progres¬ 
sive painless swelling in the coccygeal region of 25 
months duration. The swelling measured 8.5 \ 6 
cms. The swelling was non-tender, lobulatcd. fixed 
to underlying bone, having minimal movement in 
the horizontal plane. The overlying skin was free 
and there was some restriction of the forward flexion 
of spine. Laboratory investigations, biochemistry 
and chest x-ray were normal. Local x-ray revealed 
a circumscribed soft-tissue mass without involve¬ 
ment of the underlying bone. An excision biopsy of 
the tumor, following a FN AC revealed features sug¬ 
gestive of a giant cell tumor of the soft tissue on 
12/02/1995. (Fig 2) A local recurrence of the tumor 
was noted on 08/05/1995 and patient was subjected 
to an external beam RT following a repeat excision. 
Presently he seems to be in clinical CR. 

Discussion 

The malignant giant cell tumor of soft tissue 
is an extra-skeletal tumor characterised by 
multinodular and infiltrative growth patterns hav¬ 
ing large numbers of ocstcoclasl like multinuclcar 
gaint cells and a mixture of pleomorphic, mono and 
multinuclcatcd histiocyte like and fibroblast like 
spindle cells*. The tumor cells display vary ing de¬ 
grees of plcomorphism and mitoses. The 
histogenesis of Gaint cell tumor of soft tissue is 
exactly unknown, however, recent enzymatic and 
cell marker hypothesis support that cells arc most 
closely related to monocytes and macrophages 


bone content and ccllularily. dividing these tumors 
into osteolytic and osteosclerotic groups'. Both the 
patients under discussion belonged to the latter 
group 

The differential diagnosis of garni cell tumor 
of soft-tissue includes osseous and non-osscous 
tumors of soft-tissue, namely: Granulomatous le¬ 
sions. Necrobiolic granulomas. Tendon xanthomas, 
cholesterol clefts'*, malignant mesenchymomas, and 
parostcal osteoma'. Criteria for differentiation is 
based on the ccllularily. plcomorphism. mitoses, 
atypical osteoid, gross and peripheral circumscrip¬ 
tion with peripheral ccllularily and mitotic activity 
than the pscudomalignanl group 

Clinically these tumors follow an indolent 
course with wide local excision pro\ iding adequate 
therapy for superficial tumors, whereas, block-dis¬ 
section and amputation has been done in ease of 
deep tumors*. Radiotherapy (Pre and post-operative) 
and chcmothcrhapy has been also used anecdotally, 
with variable results' \ 

To our knowledge, we arc yet to find a similar 
presentation of gaint cell tumor of soft tissue. Also 
the aly pical presentation or the paratcsticular tumor 
whether a reflection of tumor cell biological 
hctcrcogencity needs to be elucidated 
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Case Report 
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Abstract: Among the several syndromes of familial hypercalcemia, Hypocalciuric 
hypercalcemia, is the most frequently reparted. This report describes a Kashmiri family 
with this disorder 
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Introduction 

Several distinct Syndromes of familial 
hypercalcemia have been delineated The Syndromes 
arc distinctive: they differ from each other in he¬ 
reditary patterns or clinical features as well as from 
the multiple endocrine neoplasia syndromes. A 
health survey in Sweden indicated a 0.13% preva¬ 
lence of familial hypercalcemia in a population with 
• o 6% prevalence of hypcrcalccmia' The most fre¬ 
quently reported familial hypercalcemia is 
hypocalciuric hypercalcemia or familial benign 
hcpcrcalccmia : . In this report we describe a family 
with such disorder 

Case Report 

A 3 5 year old female presented with history of 
bilateral renal calculi with urinary tract infection 
She gave history of recurrent right ureteric colics 


with passage of small calculi per urethra thrice in 
the past one decade. She had no history of fractures, 
ulcer disease or any surgical intervention She was 
married & had two live children. Family history re¬ 
vealed history of renal calcular disease in five ma¬ 
ternal uncles and two cousins. None of these family 
members had history of fractures or ulcer disease, 
neck surgery or urological interventions. In fact 
none of these subjects sought medical advice for this 
disorder. They presumed this to be a benign disor¬ 
der as this did not cause significant morbidity or/ 
and mortality. There was no history of visual dis¬ 
turbances. poly uria, polydipsia or hypertension in 
the index ease or her family members. None of her 
family members had undergone any pituitary, thy¬ 
roid or pancreatic surgery. 

Examination revealed a young female with 
height of I54cms. weight of 52 Kgs. blood pressure 
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110 / 70 mmHg and grade 1 Ihyromcgaly without any 
clinical evidence of thyroid dysfunction. Her sys¬ 
temic examination was unremarkable. 

Laboratory investigations Tevealed hacmaglobin of 
147 gm/L total leukocytic count of 6.7xl07L, dif¬ 
ferential leukocytic count: polymorphs 64% 
lymphocytes 36% and platelets 1.2xlO*/L. Scrum 
creatinine, blood glucose (fasting and postprandial), 
electrolytes (NaVK*) scrum bilirubin, SGOT, SGPT. 
alkaline phosphatase was normal. Scrum uric acid 
done twice was 4.2 mg/dl and 3.4 mg/dl (Normal 
range 1.5-6). Scrum calcium estimation done thrice 
was 11.08, 11.4, 12.19 mg/dl (normal range 8.08- 
10.4). Urinary calcium done twice was 147 and 
llOmg/day. Plain X ray abdomen revealed small 
bilateral radio-opaque shadow in the kidney region. 
These were confirmed to be renal calculi on ultra¬ 
sonography. 

Mother, first two maternal uncles and two cous¬ 
ins volunteered for evaluation . All of them were 
documented to have mild hypercalcemia with nor¬ 
mal urinary calcium. Scrum phosphorus and uric 
acid levels were in the normal range. 

Discussion 

Hypercalcemia a common metabolic distur¬ 
bance that often confronts the practising physician 
with formidable diagnostic and therapeutic prob¬ 
lems. The clinical spectrum of hypercalcemia ranges 
from a life-threatening disorder to an asymptomatic 
biochemical abnormality. Hypercalcemia of any 
etiology can seriously disrupt normal neurologic, 
gastroenterological, and renal functions. The sever¬ 
ity of symptoms in a given patient is a function of 
the degree and rapidity of onset of hypercalcemia. 
Routine determination of scrum calcium concentra¬ 
tion is important in evaluation of patients with a 
wide variety of complaints, since the symptoms of 
hypercalcemia arc both varied and non specific'. 
Multiple reports of syndromes of familial 
h> pcrcaaIcemla have been published 1 ’. The 
occurancc of hyperparathyrodism in a familial pat¬ 
tern is well documented & may occur w ithout endo- 
crmologic abnormalities. More often, however, hc- 
rcdilan hyperparathyroidism is found as part of a 
mulliglandular endoerinopathy. 

Another familial disorder that resembles pri¬ 
mary hyperparathyrodism is familial hypocalciuric 
h\pcrcalccmia (FHH) This is transmitted as 
autosomal dominant trait with high penetrance for 
expression of hypercalcemia at all ages. Though 
nephrolithiasis or peptic ulcer disease may occur in 
10% of patients, the stone or ulcer diathesis is nei¬ 
ther recurrent nor aggressive. Few clinical signs or 


symptoms are found in any of the patients from 
Kindreds with FHH syndrome, nor are other endo¬ 
crine abnormalities detected 710 . 

In our subject and her family renal calcular dis¬ 
ease was non-aggressive; hypercalcemia seems to 
be transmitted as autosomal dominant trait with 
high penetrance, neither the index patient nor any 
of her family members had any other clinical stig¬ 
mata of primary hyperparathyrodism or any associ¬ 
ated endocrinopathy; course of the disease was be¬ 
nign and docs not seem to predispose to any in¬ 
creased morbidity or mortality- the most logical 
diagnosis is familial hypocalciuric hypercalcemia. 

Most patients arc detected by family screening 
once, one member of the kindred has been evalu¬ 
ated for hypercalcemia. Unfortunately, the initial 
patients is usually subjected to parathyroid surgery 
without reversal of hypercalcmia 10 . When the 
management of these patients from different 
kindreds in different centers was reconstructed, it 
was proved that no patient had hypercalcemia re¬ 
versed by surgery unless all the parathyroid tissue 
was inadvertently removed, rendering the patient 
hypoparathyroid. an undesirable result*. 

Recent studies using restriction fragment 
length polymorphism with family surveys to detect 
the abnormal gene suggests that the defective gene 
maps to chromosome 3; this gene may be involved 
in regulation of a transport channel or other cal¬ 
cium sensing system". 

The true nature of this disorder and Us proper 
management remains unclear. The hypercalcemia is 
not responsive to steroids, natriuretic agents or sub¬ 
total parathyroidectomy. In general these patients 
have an excellent prognosis and long life expectan¬ 
cy without parathyroidectomy. 
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Reticulate Acropigmentation of Kitamura (Case Report) 


G.H. Hajini MP; Iffat Hassan MD _ 

Abstract: Reticulate acropigmentation of Kitamura. an autosomal dominant disorder of rare 
occurrence is characterized by freckle - like pigmentation over acral areas with palmar 
pits. This case is being reported in view of its rarity and being the first of its kind from the 
state and to the best of our knowledge the second case from India. 

JK Practitioner 1997; 4(2): 123-124 

Key words: Hyperpigmentation, epidermal atrophy. ___ 


Case Report 

An eighteen year old female patient presented 
to the Dermatology out-patient department of 
S.M.H.S. Hospital Srinagar with a complaint of 
hyperpigmentation over extremities. The patient 
revealed that pigmentation first started from dorsa 
of both hands at the age of 5 years and progressed 
gradually to involve forearms, feet and legs. Fam¬ 
ily history revealed a similar problem in her sister 
one paternal aunt and two paternal uncles. Her sys¬ 
temic examination was unremarkable. Cutaneous 
examination revealed bilaterally symmetrical 
freckle-like hyperpigmented macules over both up¬ 
per and lower extremities (Fig. 1,2). In upper limbs 
the hyperpigmented macules extended from dorsa 
of hands to forearms (dorsal and ventral aspects) 
whereas in lower limbs it extended from dorsa of 
feel to lower legs (dorsal and ventral aspect). The 
macules were brown in colour varying in diameter 
from a pigmented network. The macules were ir¬ 
regularly angulatcd and were slightly depressed 
below the skin surface. Examination of the palms 
revealed numerous pits and breakages of the epi¬ 
dermal ridge pattern Skin biopsy from one of the 
hyperpigmented macules revealed patchy epidermal 


atrophy and increase in melanocytes in the basal 
layer with melanin dispersion into prickle cell lay¬ 
ers. 

Discussion 

Rcticuiatc acropigmentation of Kitamura is a 
disorder inherited as an autosomal dominant trait 
which was previously reported only from Japan. Re¬ 
ports of the occurrence of this disorder from other 
parts of the world have now come in. 11 

This disorder is characterized by a reticular 
network of frccklc-likc hyperpigmentation of hands 
which starts in the first two decades and the involves 
other parts of the body. Palmar pits and breakages 
in the epidermal ridge pattern arc also present. 
Histologically, the pigmented macules show epider¬ 
mal atrophy and an increased number of 
melanocytes'- 4 . Rcticuiatc pigmentation can be seen 
in a number of genetically determined disorders like 
acropigmentation of Dohi, Franccschctti Jadassohn 
(Naegli) syndrome. Dyskratosis congenita and 
dermopathia pigmentosa reticularis 1 . 

Reticulate acropigmentation of Dohi is a famil¬ 
ial anomaly and differs from that described by 
Kitamura in showing a mixture of hyper and 
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hypopigmcntcd macules, the absence of atrophy of 
ilic pigmented macules and of breaks in the epider¬ 
mal ridge pattern. 

Dyskeratosis congenita, a sc\-linkcd recessive 
disorder, almost always affects males and in addi¬ 
tion to gcncrali/cd reticular pigmentation, nail at¬ 
rophy. atrophy over the knuckles, elbows and knee, 
hyperkeratosis or occlusion of the lacrimal duel and 
leuko-plakia of the mucosa are also presented 
Adenocarcinoma have been reported to occur in such 
patients. 

Dermopathia pigmentosa reticularis presented 
very similar cutaneous changes to dyskeratosis 
congenita but nails and teeth arc normal. There is 
no atrophy or leukokcralosis. 

Our patient had the characteristic clinical fea¬ 


tures of reticulate acropigmcntation typical of 
kitamura type and histological feature were also sug¬ 
gestive of this disorder 
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Primary Cerebral Neuroblastoma - ‘A Case Report’ 


Ashfaq A. Naqash MD; Tariq Muzzaffar MBBS 

Abstract: A case of rare primary intra-cerebral neuroblastoma is reported. I he patientfa 
12 year old boy had a right frontal tumour for which he was subjected to craniotomy with 
tumour resection, and radiotherapy. 

The removed tumour was composed of poorly differentiated cells, neuroblastic Homer 
Wright rossettes and mature neurons. 

JK Practitioner 1997; 4(2) 125-126 

Key words: Neuroblastoma , Recurrence, Treatment. 


Introduction 

Primary intra-ccrcbral neuroblastomas arc 
extremely rare. There has been controversy even 
about their very existence'. Such tumours arc not 
easily differentiated from medulloblastomas, poorly 
differentiated oligodendrogliomas or sarcomas. On 
the other hand, it may be difficult to exclude the 
possibility of intracranial csthcsioncuroblastomas 
and metastatic neuroblastomas. 

In 1976. Horten and Rubinstein analyzed 35 
cases of primary cerebral neuroblastoma and defined 
this tumour as a distinct climco-palhological entity 
that differs from other similar primitive neuro¬ 
ectodermal neoplasms 1 . 

Even the cell of origin of this tumour is not 
firmly agreed upon. Miller and Ramsdcn proposed 
the cell of origin to be the ncuroblast capable of 
neoplastic transformation in the brain of young sub¬ 
jects'. 

Case Report 

A 12 year old boy presented with history of frontal 
headache, vomiting and spells of unconsciousness 
of 3 months duration. His general physical and neu¬ 
rological examination was unremarkable. 

Cranial CT scan (Plain/CECT) Fig. 1 revealed 
a right frontal mass lesion with minimal perifocal 
oedema The skiagram of the chest, and abdomen 
were normal. Abdominal ultrasonography, intrave¬ 
nous urography and radiological surv ey of the skel¬ 
etal system also did not add any further informa¬ 
tion Bone-marrow aspiration, and urinary 
vanillymandclic acid (VMA) excretion were also 
within normal limits. Opthalamological and 
otorhinolary ngological examination was unreward¬ 
ing 


A right frontal craniotomy was performed and 
an area of greyish purple, fairly wcll-dcmarcatcd 
tumour tissue of tough consistency was revealed in 
the underlying parenchyma. A sub-total resection 
was performed. Some tumour tissue was probably 
left behind in the direction of the basal ganglia 

Hislopathologically, the removed tumour was 
composed of primitive, highly cellular areas, with 
numerous mitotic figures, transitional fields with 
neuroblastic Homcr-Wright rossette formation 
(Fig. 2) and areas consisting of advanced neuronal 
differentiation. 

The patient was given post-operative radia¬ 
tion therapy w ith a tumour dose of 4.500 cGy in 20 
fractions in 6 weeks and anti-epileptic treatment 
(phcnytoinV Patient was simultaneously put on a 
course of Vincristine and CCNU. The patient re¬ 
sponded well. 

Signs of recurrence occurred 20 months post- 
opcratively with headache and stupor. A CT scan 
revealed a right frontal mass. After a further course 
of radiotherapy of dose 2.500 cGy. the patient was 
again asymptomatic. 

Discussion 

The primary cerebral neuroblastoma as de¬ 
scribed in this case demonstrated the same histo¬ 
logical features as the peripheral tumour termed 
differentiating neuroblastoma. The investigations 
enumerated above exclude the presence of a primary 
neuroblastoma elsewhere in the body. 

The possibility of an csthcsioneuroblastoma. 
which may also present as an intra-cranial neoplasm 
cannot be excluded entirely on histopathological 
basis 4 -'. However, the absence of cpistaxis and na¬ 
sal obstruction and the negative results of 
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f ig 1 Plain CT scan of brain revealing right basal 
frontal mass lesion 

rhinoscopy and radiographic investigations of the 
nasal and paranasal sinuses go against this diagno¬ 
sis. Primary cerebral neuroblastoma deserves 
separate consideration from other neuroectodermal 
tumours. Clinically, radiologically and morphologi¬ 
cally at operation, they cannot be distinguished, but 
histologically and biologically, they arc distinct 6 . 

Primary cerebral neuroblastomas should be 
radically excised when possible , followed by irra¬ 
diation. with wide margins to the tumour bed Al¬ 
though some authors have recommended spinal axis 
irradiation, others prefer it to be reserved for cases 
in which the CT scan, myelogram or CSF cytology 
indicate evidence of tumour dissemination . 
Adjuvant chemotherapy is considered in patients 
whose solid tumours are subtotally resected 6 . In our 
opinion, recurrence of the tumour should be man¬ 
aged by re-operation if possible, followed by local 
radiation therapy. 
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Three sisters, the eldest one (Middle) 32 years 
old. second (Left) 24 years old and the youngest one 
(Right) 18 years old presented with history of pri¬ 
mary amenorrhea and non-development of second¬ 
ary sexual characteristics. Examination revealed 
three tall (168 cm. average) ladies with infantile 
sexual development. All of them had anosmia. In¬ 
vestigations revealed low gonadotropins and a nor¬ 
mal female karyotype. The most likely diagnosis is: 
Sec Page 147 
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Department of Endocrinology. Institute of Medical Sci¬ 
ences Soura. Srinagar. Post Bag 27, Kashmir-190011 


JK Praclitioner 1997; 4(2): 127 



Erata 

1 . Article: Thyroprivic hypothyroidism with isoscxual precocious puberty (Von Wyck Syndrome) - a report 
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Disaster Management 


- Kashmir Experience 
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Disaster Planning for Mass Causalities Kashmir 

ExpC , r n ,e a “disaster situation large number of injured 
nroolc arc brought to the hospital in a short period. 
Efficiency of management is how well the enti¬ 
rely injured arc treated Unfortunately ever increas¬ 
ing political, social, and ethnic conflicts have re¬ 
sulted in civil unrest and militancy. Use of fire 
nower in civilian areas often result in mass causali¬ 
ties most of them being innocent unarmed civilians. 
Disaster situation further taxes the already over 
stretched medical services of the region. Experience 
in the management of high velocity firearm inju¬ 
ries is limited in civilian practice and often the les¬ 
sons have to be learned hard way. 

Present day specialized hospitals with super 
specialists arc no solution to war like situation of¬ 
ten confronted in the militancy and armed conflicts 
Comprehensive management by a team of specialist 
conversant with trauma under one roof is not avail¬ 
able in Kashmir, so must be the position in many 
places in the country 

Disaster planning should be tailor made to suit 
individual hospitals and the services available in 
other associated hospitals in the city. Ideally it 
should be an extension of routine hospital working 
by the staff used to the place and available facili¬ 
ties. Over enthusiastic visitors generally become 
hindrance, lot of precious time is wasted in instruct¬ 
ing and guiding them. 

We believe disasters arc of two types. 

i. Anticipated 

ii. Unexpected 

i. Militancy when it starts might be unexpected 
but then it is a perpetual and self propagative dis¬ 
aster at least for many years. Trouble has be antici¬ 
pated and medical resources kept in the state of 
maximum preparedness all the time, for years. It is 
a bad news for the medical fraternity trapped in such 
circumstances, they share the problem of the soci¬ 
ety collectively and also execute the responsibili¬ 


ties of medical manaecmcn! of .he victims of armed 
conflict. Wc know how much shattering experience 

ii" S Unexpected disaster would be a train derailment 
or an earthquake. . 

The two types of disaster arc poles apart in 

'preplanning and anticipation will help to cope 
with disaster situation better. Rehearsals with mock 
causalities will test ones ability to manage disas¬ 
ters and improvements can be made. 

The victims wc managed were high velocity 
firearm injuries, bomb blasts grenade attacks Our 
first experience was Mausuma Firing in 1990 fol- 
lowed by many more. Bijibchara incidents in 1 • 

resulted in mass causalities. Our hospital receive 
nearly a hundred people, brought in less than two 
hours. Difficulties in retrieval, poor transport sys¬ 
tem often resulted in late arrival of causalities. Lim¬ 
ited number of emergency staff already engaged in 
managing routine emergency work produced chaos. 
Transport of more staff was risky and often impos¬ 
sible due to continued firing, curfew, cordon and 
search operations by the army and mob violence. 
We therefore altered the working schedule of the 
hospital. More doctors and paramedical staff were 
made resident and local volunteers were commis¬ 
sioned and league of hospital friends made. 

Our hospital is purely an orthopaedic hospital 
catering for spinal and limb trauma besides routine 
orthopaedic problems. It is a 2 50 bedded hospital 
with 50 beds in the emergency ward. In need. 20 
more beds can be accommodated in the corridor near 
the emergency unit. 50 more beds can be made avail¬ 
able by evacuating the ground floor unit. 

Wc have four operating rooms. S.M.H.S, Hos¬ 
pital with general surgery is 5 KM away Institute 
of Medical Sciences with Ncuro Surgery CVTS plas¬ 
tic surgery, surgical ICU 10 KM away. Therefore to 
complete minimum requirement for comprehensive 
trauma management wc commissioned a general and 
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CVTS surgeon and a physician residing near the 
hospital. We provided basic facilities for general 
and \ascular surgical procedures in the hospital. 
These consultants one senior consultant Anaesthet¬ 
ist arc residing in the hospital There is all the time 
emergency team of one S R Orthopedics, one S R. 
Anaesthesia, a post graduate orthopaedic student 
one House Officer, present on duty under cover of 
an orthopaedic consultant. 

The guideline of ICRC for Disaster Manage¬ 
ment were broadly adhered to. There arc - 

1 No onward referral of a critically ill patients. 

2 No specialist referral 

' A basic lc\cl of technology 

4 Use basic Principles of wound management 

i Adequate resuscitation of wounded patient. 

ii Complete excision of dead and devitalized 
tissue. 

hi Leasing wound open with bulky dressing 
is Antibiotics, tetanus toxoid (Penicillin. 

Mctrogyly. Ciprofloxin) 
s Asoid unnecessary change of dressing 
si Delayed primary closure of svound. 
s ii External fixator, nail to split limb fractures, 
sin Rehabilitation and physiothcrapy 

Special problems 

We faced some peculiar problems possibly al¬ 
ways part of armed conflict They sscrc 
i Seser restriction of movement of staff due to 
firing mob siolcncc. curfcsss and crackdown. 


leaving hospitals sviih 
limited number of staff 

ii. There was no help 
from local police to 
maintain law and order 
in hospital during mass 
casualties. 

iii. Sudden increased 
demand on blood bank 
and difficulties in get¬ 
ting voluntary donors. 

iv. Food and refresh¬ 
ment for staff engaged in 
prolonged working hours 
and the people svho ac¬ 
companied the causali¬ 
ties. 

All these we solved 
w ith residential staff and 
creating league of 
friends who worked un¬ 
der the command of dis¬ 
aster team leader. 

We used public addressing system of local 
mosque to seek help form local population and they 
kindly always obliged us. 

V. Medical Neutrality: 

In armed conflicts it is essential to remain in 
the confines of patient care without getting carried 
away one way or other. Antagonizing any group 
could be fatal, getting involved in politics of the 
situation lethal. 

Therefore, never before have we felt the im¬ 
portance of medical ethics as much as in militancy. 

VI. Falling level of discipline and professional 
standards. 

These two problems seriously affect the pro¬ 
fession as any other way of life in militancy. One 
must consciously make effort to continue to improve 
the medical facilities during turmoil which lasts 
years to avoid getting stuck twenty years behind the 
contemporary standard. Attitudes had to be altered 
to comrade pattern leaving behind the routine offi¬ 
cial decorum 

VII. Decreased number of working staff. 

This way a very serious problem as consider¬ 
able number of trained skilled, and efficient people 
left valley. Few got killed, three professors of sur¬ 
gery died in militancy related events. This creates 
a major setback in the working, gradually the 
vacuum fills and in vears one learns to work with 
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ncvv less trained, less obedient people. 

Line of Action 

The hospital had no prior information about 
the mass causalities from any source. We first knew 
about the incident when first causality arrived in 

the hospital. 

The senior resident on duty informs the disas¬ 
ter management team which is> 

1 Senior most orthopaedic consultant available in 
the campus. 

2 Matron resident in the hospital. 

3 Deputy Medical superintendent residing near 
the hospital. 

The orthopaedic consultant is the team header. 
They open the medical superintendent’s office 
located near the emergency unit. This room has tel¬ 
ephones and hospital intercom system. 

The team acts quickly and effectively. There is 
no duplication of authority. The team takes the fol¬ 
lowing steps: 

a) 1. Prepare the emergency ward to receive and 

resuscitate the injured. 

2. Create beds for causalities. 

3. Inform the trauma team and collect affili¬ 
ated specialists. 

4. Call the league of friends, control and com¬ 
mand them. 

5. Alert the operation theatre. 

6. Procure and maintain supply line in crisis. 

b) When causalities arrive: 

1. Allocate man power and medical resources 

2. Control movement of staff and Patient from 
one section to another and one hospital to 
another. 

3. Control order of operation list. 

4. Team leader does not get actively involved 
in the patient care. 

5. Communicates with authorities, press and 
relatives. 

6. Ensure completion of hospital records. 
Multiple injures can occur in multiple causali¬ 
ties. Therefore, people have to grouped into catego¬ 
ries. This process is called triage and we separate 
three groups: 

1. Those who require help now i.e. critically ill. 
delay in help result in death. 

2. Those who require help soon not ill as the group. 

3. Those who can wait. 

There are besides dead people and may be other 
group beyond our aid. 

The disaster procedure is reviewed after every 
event and modified as required. 

Our solution may be far from perfec* bm does 


highlight some problems which people under simi¬ 
lar circumstances might face. Lessons must be 
learned by sharing experiences rather than learn¬ 
ing hardway every time. 

Management of critically injured patients 

A patient suffering from multiple injuries who 
could return to a normal active life may easily die 
instead if he is denied quick transport to a recep¬ 
tion area of a hospital where a team of skilled and 
experienced doctors arc available with facilities for 
resuscitation with comprehensive equipments. 

Priorities of treatment: 

The aim of initial treatment in critically in¬ 
jured patient is to preserve life, not primarily to treat 
individual injuries. Survival of patient depends upon 
being able to ventilate the lungs and being able to 
circulate blood. Successful recovery also requires 
that the brain has not been severely injured. Major¬ 
ity of initial deaths in such patients is because of 
failure of cardio respiratory system or brain, there¬ 
fore looking after, brain, heart and lungs will save 
a considerable number of injured people. Late deaths 
are because of complications like multiple organ 
failure, sepsis, fat embolism dissiminated in 
travascular clotting etc. During treatment four 
points should be constantly kept in mind. 

i. History of the cause of injury will guide one to 
the magnitude, type and combination of inju¬ 
ries. 

ii. Least disturbances to the patient in order not to 
damage any structure at risk as spinal cord in 
unstable spinal injury. 

iii. Treatment of underlying disease like diabetes, 
multiple sclerosis requiring steroids, can influ¬ 
ence management. 

iv. The clinical signs are altered by alcohol in head 
injury. 

There arc four main principles in the manage¬ 
ment in the critically injured. 

A. Saving life. 

B. Examination/Re-examination. 

C. Restore function. 

D. Treatment of complication. 

Management can be divided into five stages: 

1. Life saving procedures 

2. Correction of blood volume 

3. Further life saving measures in patients still 
deteriorating 

4 Treatment of injuries that will cause serious loss 
of function if treatment is delayed. 

5 Treatment of injuries not seriously compromised 
by delay. 
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I. Immediate Life Saving Measures 

A. Respiratory 

Problems: (a) obstructed air way 

(b) Thoracic cage problem 

1. Open wound of chest 

2. Air, Blood in chest cavity 

3. Flail chest wall 

(c) Injury to respiration centre 

B. Circulatory 

Problem: (a) Loss of Blood Volume 

1. Internal 

2. External 

(b) Pump Failure 

1. Tcmponade 

2. Myocardial contusion 

C. Head injury: (a) Bleeding 

(b) Oedema 

(c) injury to the brain substance 

or vital centres. 

The air way is obstructed by foreign bodies, 
falling of tongue backwards due to unconsciousness 
and in severe fascial injuries or drowning in own 
secretions. Pneumothorax, tension pneumothorax 
and blood can quickly be drained by appropriate in¬ 
tercostal chest drains. Failure to maintain a satis¬ 
factory arterial oxygen concentration or injury to 
the respiratory centre will require ventilatory sup¬ 
port till brain death is finally decided 

Circulatory failure is commonly due to the 
haemorrhage which may be internal or external. All 
injuries bleed, more severe, more numerous the in¬ 
juries greater is the loss of blood. Circulatory 
decompensation is more severe in young and eld¬ 
erly. Internal bleed due to ruptured livcr/splecn arc 
well thought of but severe bleeding from pelvic frac¬ 
tures and multiple limb fractures especially in ex¬ 
tremes of age must always be kept in mind. A state 
of shock with a raised central venous, pressure with 
a puncture wound in left side chest must remind one 
of the tcmponade. 

Simple rules relate the amount of blood re¬ 
quired to the nature, number and severity of inju¬ 
ries (Fig 1.) so that one can estimate the likely need 
for blood as soon injuries arc known. Various fluids 
may be given to increase the circulatory fluid vol¬ 
ume but there is no substitute for two things, one 
blood must be replaced by blood and all bleeding 
sources stopped as fast as one can. Blood should be 
given in right speed, right quantity and right blood 
for the right patient. A line measuring the central 
venous pressure will be useful guide. 

Among the seriously injured, head is the most 
often injured i.c.. in 50% of cases (Fig 11) with 
multiple injuries. The cause of unconsciousness may 


cr may not be treatable but unconscious 
always be treated. The causes include'intra cranial 
hacmatoma. cerebral swelling, pieces of bone press¬ 
ing on brain matter and cerebral hypoxia. Later may 
be due to respiratory or circulatory causes. Injured 
brain is more susceptible to hypoxia than a normal 
brain. 

In common language it is called ABC (airway 
breathing circulation) of resuscitation. Priorities of 
tissue would be easy to remember if CRASH PLAN 
is kept in mind 

Examination 

Resuscitation and examination generally coin¬ 
cide with each other. Before examining the patient 
all the clothes must be cut with sharp scissors with 
least disturbance to the patient. State of circulatory, 
respiratory function and the level of consciousness 
and movements of limbs will enable the clinician 
to establish the trauma score and estimate the se¬ 
verity of injury. 

Characteristic patterns of injury must be kept 
in mind like combination of cervical, head injuries 
and facial injuries, dislocated hip and fracture fe¬ 
mur. pelvic fractures and rupture diaphragm. This 
will avoid considerable errors in judgement. Bruises 
over abdominal wall in an evidence that the force 
has been spent in the region and underlying organs 
may be injured. 

Decelerating injuries produce a specific pattern 
of tissue damage in body and should be looked for. 
Examinations will have to be repeated to come to a 
logical conclusion. 

As soon as life threatening problems arc looked 
for an intravenous infusion should be started. Blood 
taken for grouping and cross matching, biochemis¬ 
try and blood g3ses analysis. Vital signs are ob¬ 
served, essential X-ray arc taken by portable ma¬ 
chine in the resuscitation areas. In no cases a criti¬ 
cally ill patient is send away to X-ray department 
for X-rays. If patients conditions improves an ob¬ 
servation period is warranted. 

If patient condition deteriorates or does not im¬ 
prove, the help given may be faulty; inadequate; or 
the rcsuscitative measure has stopped functioning; 
more blood required. Intercostal drain not working, 
intracranial pressure rising, intra abdominal bleed 
or rupture of viscera. Have you missed external bleed 
or given a incorrect pack of blood; all these ques¬ 
tions and many more must go through the doctors 
mind. 

Restoring Function: 

The injuries that seriously compromise the 
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WORtAAU ADULT 
BLOOD VOLUME 



Fig 1. 2 


Fig. 1: The number of bags underlined represents the likely loss of blood resulting from moderate injuries of 
the part indicated; the whole row represents the loss that can occur with severe injuries and this 
amount may have to be further increased for very severe injuries. 


Fig. 2: The distribution of 890 injuries in 551 severly injured patients 
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function of the part are taken care of before the in¬ 
juries where delay does not significantly alter the 
outcome. Fractures are manipulated after torn ves¬ 
sels are repaired. 

Taking care of pressure areas, movements of 
joints, prevention of venous thrombosis are under¬ 
taken as soon as conditions permit. Priority goes to 
persistent vascular injuries and large wounds. The 
surgeons task is to repair what he can. to remove 
what he cannot repair and in mass casualitics do as 
little as he safely can. The technical skills of 
planned operation of highly specialized sort may 
have to give way to the basic necessities of war sur¬ 
gery, leaving elaborate measures, even closure of 
wound until later. 

Complications of multiple injuries are many, 
three deserve special mention 

1. Fat embolism: 

The clinical manifestation of this condition usu¬ 
ally comes on within 24 Hours of injury. The 
symptoms include, confusion, fever, dyspnoea 
and rash. Fall in haemoglobin and arterial po, 
is all one can treat. 

2. Septicaemia: 

Open injuries, with delayed arrival in hospital, 
multiple portals of entry into body like IV 
canulas, C.V.P. line, catheters, endotracheal 
tubes, chest drains expose the patients to exter¬ 


nal invaders. Unrestricted use of antibi6tics has 
been added to the list. 

3. Shock- Lung: 

Post traumatic pulmonary insufficiency is 
looked as lungs response to a wide variety of 
harmful processes that include reflex changes, 
fat embolism, debris from large quantities of 
stored unfiltcrcd blood; effects of concentration 
of inspired oxygen above 40% and physical dam¬ 
age to the lungs. Aspiration of gastric juice will 
also produce shock lung like picture. Treatment 
is aimed at maintaining partial pressure of oxy¬ 
gen in arterial blood above 70 mm Hg. 

Social Problems: 

Even in the pendamonium of mass casualitics, 
the distress grief and anxiety of the relatives must 
not be forgotten. In a quite atmosphere, situation 
must be explained to them using non technical lan¬ 
guage. The quarries of higher authorities and mul¬ 
tiple questions of press must be answered from com¬ 
mand centre, rest should refrain from this indul¬ 
gence. 

I am grateful to Dr. B.K. Vcrma Director (EMR) DG HS New Delhi 
and Dr. D.K. Srinivasa of collaborating coUc for disaster prepar¬ 
edness J1PMER; for providing me the opportunity to share the 
Kashmir experience with others. The success of disaster manage¬ 
ment is a sincere tribute to the staff of B.J. Hospital who under¬ 
took the task of serving the people come what may. 
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Doctor - Patient Relationship 


JK Practitioner 199 7 ; 4(2): 134-136 


Mohamed YousfMD 


Introduction 

One of the most sacred relation known to the 
human history is the relation of a sufferer in agony 
(patient) and the healer (Doctor). Jesus Christ would 
heal a leper with a sacred touch and thus has the 
distinction of being the Messiah of humanity. A 
doctor need to take pride as he deals with sufferings 
of humans-thc best of all »hc creation of universe. 
Thus he is having the best of all professions. A foun¬ 
tain head of hope for suffering people. 

Unfortunately, w ith the passage of time this re¬ 
lation has changed not towards better. In fact, it 
stands at times eroded and let us try to find an an¬ 
swer as what has strained this relation. 

1 - The concept of patient-Doctor relationship. 

2- Patient-Doctor relationship under our setting. 

3 . Communication between Doctor and his patient. 

a/ Cause of communication gap. 
b/ Training in Medical schools, 
c/ Patient related problems; 
d/ Doctor related problems. 

4 - Changing scenario of patient-doctor relation¬ 
ship. 

5 - Violence against Doctors and its cause.. 

6- Public aw areness of litigations against Doctors. 

7- Methods to improve patient-doctor relationship. 
1 - Concept of Patient-Doctor Relationship; 

A personal-bond between a patient and a Doc¬ 
tor is a matter of greet satisfaction in practice of 
medicine. A good physician knows his patient 
through and through and dispense for him lavishly 
the. 

-time, -sympathy and -understanding 
What is expected of a good physician is the con¬ 
cept that patient is not mere collection of symptom 
or a diseased organ but a human being, he has; 
-fears and phobias, -hopes and expectations 
-attachments and. -liabilities and failures and 
sorrows. 

Ignoring these values a Doctor may be an ex¬ 
cellent diagnotician but would fail as a good 
practicing physician. A good physician has a 
shakesparcan breadth in; 

-Wise and fool, -proud and humble 
-Stcotic hero and whirling fool 

(Harrisen 1994) 


He just 
care's for peo¬ 
ple i.e. his pa¬ 
tients no mat¬ 
ter who and 
what they arc. 

2. Peculiari¬ 
ties of Pa- 
t icnt-Doc- 

tor Rcla- 
tionship 

under our 

sett ing: 

Before discussing patient-doctor relation at 
length it is pertinent to have a background of our 
health care system in Kashmir. The Doctor here arc 
trained in practising medicine in western method 
while most of the patient of our place arc oriented 
to traditional local system (or Unam System) where 
personal relationship and trust between patient and 
where doctor was predominant than treatment it¬ 
self. 

Doctor in the usual western sl>lc of medical 
practice may discuss a lot about the patient disease 
at bed side in the hospital and this experience be¬ 
comes futile when nobody talks to patient His ques¬ 
tion as to what diet will he cal remains unanswered 
even when he is discharged from the hospital. I he 
work load of our Doctor is enormous both in and 
outside the hospital w hich reduces his efficiency and 
strains patient/doctor relationship The hospital fa¬ 
cilities and job condition arc far from satisfactory 
which also strains this relationship As a dissatis¬ 
fied doctor will have a dissatisfied patient. The 
patient of this place is comparatively less educated 
or superstitious and at times unable to meet the de¬ 
mand of treatment, it is only now a good portion of 
our patients - arc educated about disease and treat¬ 
ment methods thus posing accountability among the 
practising doctor. 

Thus it becomes imperative to take into con¬ 
sideration our patient in the above background and 
changing our methods to stress more on applied 
form of treatment that is better suited to patients 
psyche. 
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3. Communication between doct o r and his patient: 

A better communication between doctor and 
patient or patients attendant is a single important 
factor that can help to put this tender relation on 
the right rails, then why these communication prob¬ 
lem? 

How docs this communication gap arise Dr Law¬ 
rence (1996): states that when patient were asked 
why did they change doctors, the answer wcrc- 

1- Doctor did not spend enough time. 

2- Doctor was not friendly, 

3- Doctor did not ask question frankly and hon¬ 
estly. 

4- Doctor did not explain problem understandably. 

5- Doctor did not treat with respect 

It needs to be emphasized here that Doctor has 
no Business to under rate his patient and he has to 
treat him with dignity and respect as his patient as 
a person or a human being could be better one than 
the doctor himself One would say with confidence 
that if you as a Doctor even frown on a patient he is 
not your patient next time. 

Training in Medical School 

Medical seats should neither be sold nor pur¬ 
chased and never sold like a commodity on shop¬ 
ping counter. All medical schools need to brought 
under a single code of conduct w here, 
a/ Merit, b/ Aptitude and 

c/ Regard for human dignity should determine the 
shaping of a young doctor. 

Patien t rel ated problems - Patient related problems 
which could generate a erosion of patient-doctor 
relation could be - 

a- Personality disorder in a patient, 
b- A hidden agenda not exposed to doctor because 
of lack of trust. 

c- Phobia about the disease, not made known to 
physician. 

d- Feeling of helplessness and pessimism, 
c- Illiteracy, 
f- Superstition, 
g- High expectation 
h- Poverty and lack of health insurance, 
i- Lack of social support system like-counsellors, 
social workers and donation agencies that will 
play a supportive role. 

j- Red-tapisim involved in monetary support by 
Government agencies. 

Doctors related problems 

1 Lack of gratitude of the patient and his rela¬ 


tions towards the physician. 

2 Lack of facilities which jeopardise doctors effi¬ 
ciency. 

3. Violence against doctors. 

4. Better job condition and emolument in other 
countries, which leaves a doctor more prc-oc- 
cupicd, 

5. Incompetence of the doctor. 

6. Lack of ethical and moral training among 
doctors. 

4 Changing s cenario o f patient-doctor relation¬ 
ship: 

As a part of global phenomenon medical pro¬ 
fession has become more like a business because 
a/ Medical scats arc sold at high cost and doctor 
see it as an investment for profit making, 
b/ Medical treatment is not rationalised so that the 
patient can purchase a better care, 
c/ More and more machines are coming between 
doctor and patient. 

d/ Lack of stress on character building among doc¬ 
tors at medical schools. 

c/ Corruption in the society where a Doctor also 
runs the rat-race of money-making with utter 
disregard to a pleasant Doctor-patient relation¬ 
ship. 

5. V iolence against doctors and its cause 
i) Individual-level: 

a- Lack of display of ethical standard on the part 
of a doctor. 

b- Business like attitude between doctors and pa¬ 
tients. 

c/ Corrupt social-setup w hich generates a complex 
against a doctor, builds a hostile altitude against 
him. 

li) Hospital level: 

Where doctor has to face the wrath and annoy¬ 
ance of a patient or attendant because, 
a- Lack of adequate facilities available in the hos¬ 
pital. 

b- Very' high work-load on the doctor \o which he 
cannot respond efficiently or over-whelming 
demands of patient. 

c- Lack of efficient administrative setup to ensure 
facilities and adequate para-medical support and 
social support which promote doctor-patient 
relationship. 

6. Awareness of public against litigation: 

Rising trend litigation against doctors is an 
outcome of business like patient doctor relation, in 
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legal terms becomes a supplier- consumer re- 
slr l c hip one could lessen these chances. Consid- 
,atl °, if both parties Doctor-patient resort to a bet- 
Cra nderstanding and strictly stick to ethical and 
tCf al standards. A mistake in medical treatment is 
0101 ble and could occur at times at the hand of 
Competent doctor. But it has to be interpreted in the 
Jteht of his intention. 

Lack of accountability among doctors is a 
ele factor which make doctors approach causal, 
S '°eless, at times jeopardising life of a patient and 
C cnsc of accountability need to be inculcated among 
doctor but without fear, as fear will strain patient- 
doctor relation. 


7 y^thnd to improve the relationship; 

Litigation against doctors or security measures 
for them is no answer for better patient-doctor rela¬ 
tionship, in fact this could be counter productive. 
The relationship can be improved by> 
a . Better communication, 

b Compulsory teaching of medical ethics and hu¬ 
manities as a part of curriculum in medical 
schools, 

c Educating the patient or his relations about pa¬ 
tient illness according to his or their coping 
ability and comprehension. 


d. Humanistic approach at all level of patient care, 

c. Encouraging patients in asking question to clear 
his doubt and fear, 

f. Replying patients doubts and question in sim¬ 
ple and confident terms, 

g. Offering responsibility to the patient in a graded 
manner and not get him with investigation over 
load information overload, 

h. Be flexible with the patient wherever you can 
without compromising on basic scientific 
method of treatment, 

i. Be available to the patient, 

j. Be clear of what you talk to the patient. 

At state level: 

a/ Make more doctors available and prevent exo¬ 
dus of doctors by providing them facilities and 
better job conditions to improvc-patient-doctor 
relationship. 

b/ Doctor serving abroad should be encouraged to 
serve their own people by providing incentives. 

c/ Make treatment at hospitals payable so as to in¬ 
crease the credibility of the treatment and the 
expense could then be reimbursed by the volun¬ 
tary or insurance agency which need be intro¬ 
duced in this country as early as possible. 


From the Editor 

1. Doctors arc always looking after other people 
and no one really bothers about their health. In 
one of studies in U.K., about 1133 U K. con¬ 
sultants in gastroenterology surgery, radiology 
& oncology, it was found that 27% of them ex¬ 
perienced major mental stress & burn out mainly 
because of feeling overloaded and its harmful 
effects of life at home, having to constantly deal 
with patient’s suffering, a lack of intellectual 
stimulation and surprisingly, an absence of pro¬ 
fessional status. The last two problems were 
more common in radiologist than among the 
other specialists. (Lancet 1996; 347:724-8) 

2. Henry Shcrkin mentions in his book guerer 
parfois, soulager souvent, consoler toujours 
(Heal sometimes, relieve often, console always). 
Doctors should not only cultivate a science, but 
also practice an art. 

3. Freud thought that a fee was an essential ingre¬ 


dient of treatment. 

4. 100% of Canadian and British have greater ac¬ 
cess to medical care than do 20% of Americans 
who arc poor, nevertheless because of the lesser 
fair growth and distribution of American medi¬ 
cal care facilities. 80% of U S. citizens have 
more convenient and more prompt access to 
medical care than 90% of British and Cana¬ 
dians. This difference lies with the different 
medicare system in these countries. (Lancet 
1997; 349:292) 

5. Health planing in India suffers from a serious 
deficiency of information on morbidity rates, 
utilisation of health care facilities by the peo¬ 
ple and cost thereof. In India more source of 
stress to doctors is low levels of pay in govern¬ 
ment institutions and a near absence of recog¬ 
nition of merit. (The National Medical Journal 
of India 1996; 9(6):301. 
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Embalming and AIDS 
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Ghulam Nassan MS, Mohd Shaft Shah MS. Nasir Syed Mir MS. Shaheen Shahdad MS 


Embalming is an inescapable need of modern 
society. The specimens preserved more than thou¬ 
sands of years ago are still lying in perfect form in 
British museum of London and in the greet pyra¬ 
mids of Egypt. History of embalming thus dales back 
to ancient times. 

Embalming originated in Egypt in 3200 BC. 
The method used by Egyptians was based on drying 
of dead body producing natural mummification. The 
sand used by Egyptians provided an almost sterile 
and anaerobic media thus leading to dessicativc 
mummification. However, because of the drawbacks 
of previous methods and rising needs of Forensic 
science to detect crime lead to abondonment of me¬ 
tallic poisons and slowly the method of arterial in¬ 
jection took over. The concept of double circulation 
proposed by William Harvey (1578-1657) was dem¬ 
onstrated experimentally by infecting coloured so¬ 
lutions into the arteries. Intra-arterial embalming 
was first practised by William Hunter (1715-1783) 
an eminent Anatomist and brother of John Hunter 
by using a solution of following components. 

I. Oil of Lavandour 60 ml 

2 Oil of Roscmarry 60 ml 

3. Vermilion 

Von Hoffman discovered formaline (40% of gas 
by volume) in 1863 and had advantages of better 
preservative properties, lesser hardening and shrink¬ 
age. 

Lately during American civil war formcldehydc 
solution of know complexity was used. 

The modern embalming aims at treating a dead 
human body in order to achieve antiseptic condi¬ 
tions, a premortem appearance and preservation. 
Thomas Holmes (1817-1900) is still known as fa¬ 
ther of modern embalming. 

Embalming fluids act on body proteins and 
change their colloidal nature and form a lattice net 
work of inert, more stable, long lasting, firm sub¬ 
stances that can no longer serve as a nutrient value 
for bacteria and these new proteins can not be de¬ 
graded by bacterial enzymes. Also new proteins have 


not water retaining properties. Therefore, embalm¬ 
ing tissue becomes dry and hygroscopic properties 
are lost and body is temporarily preserved. Embalm¬ 
ing solutions destroy pathogenic and non pathogenic 
bacteria. Embalming fluid ensure that if death was 
caused by communicable disease, the dead body is 
no longer the source of infection. 

Tn a prospective study of 150 health care work¬ 
ers in United Kingdom who had been accidently 
exposed to HIV Virus, no evidence of transmission 
was found. Longer studies in United States and an¬ 
ecdotal accounts in publications from other coun¬ 
tries confirm the risk of occupational infection. 01 
Health workers must adopt safe procedures at all 
times to avoid exposure to infection. 

With onset of death, the cficacy of blood brain 
barrier and rcticulo endothelial system falls to zero 
and no barriers arc seen to restrict translocation of 
micro-organisms within dead human remains. 0 ’ 
Organisms are found in brain tissue which is nor¬ 
mally sterile during life Hence there is distribu¬ 
tion, proliferation and translocation of micro-organ¬ 
isms in dead host. The concentration of HIV virus 
has been found to increase to a level hazardous 
enough for transmitting the drcadly infection. Con¬ 
centration of HIV virus increases in blood, semen, 
vaginal secretions, tears. CSF, amniotic fluid and 
other body fluids which may be in the form secre¬ 
tions or excretory material. Infection of AIDS can 
be acquired by transderroal inoculations through 
cuts and needle punctures (0.5% health care work¬ 
ers turn scro positive). Transmission rates from con¬ 
taminated needle punctures or close contact are 10- 
30 times higher for scrum hepatitis than for AIDS. 

The transmission is governed by the following 
factors: 

1. Virus titr<$ 2. Trauma h Sec. infection 

4. Epithelial receptors 5. Intensity of exposure 

6. Phase of infection 

Instructions in pre embalming preparation: 

After screening the HIV positivc'dcad body the 
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Exposure: 


Study by Martao McEnvoy; ct al 
Types of accidental exposure by occupational groups 


Nurses: 


Doctor: 


Lab. workers: 


Others: 


Total: 


1. 

Needle sticks 

28 

14 

2 

9 

53 

2. 

Other sharp 
instruments 

11 

7 

0 

5 

23 

3. 

Splashes 

18 

6 

0 

0 

24 

4 

Aerpsols 

0 

0 

2 

3 

5 

5. 

Others 

34 

5 

4 

2 

45 


HIV- 1 GENOME 

I poc1 | a 1 [tat 1 1env| 1tat| | b 1 |ltr! 


Reverse 
Transcripture 

Mrvle of Action: 

Binding to CD 4 - Internalization - Uncoating 

Intergrated -Reverse transcritption 

proviral DNA- 1 

Latent infection 

Mature HIV infection 
Cell lysis 


Envelope 
gp 120, gp 41 



Exposure to HIV 

I- 

No infection 

Infection ) 

) Sero- 
) conversion 
) CD,+ 

Acute febril illness General ) 

lymphedenopathy ) 


Constitutional AIDS related complex CD 4 <400/mm* 

symptoms 


AIDS CD <200/mm* 
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working staff should use: 

a. A disposable scrub suit b. Plastic apron 
c. Double rubber gloves d. Hair covering 
e. Shoe covering f. Face mask g. Goggles 

Universal Work Autions: 

1. Entry to Lab. area should be restricted to only 
medical staff trained to handle infectious mate¬ 
rial. 

2. Lab door should be closed and should have a 
biohazard. 

3. Proper protective clothing as described above 
should be used. 

4. Sharp instruments should be handled carefully. 
Accidental pricks and cuts should be avoided. 

5. Proper disposal of the used instruments should 
be ensured. 

6. Staff having exudative lesions or weeping der¬ 
matitis should refrain from work. 

7. Clean up procedures i.e., work surfaces should 
be cleaned and disinfected after completion of 
procedures. 

8. Pregnant workers should adhere to greater pre¬ 
cautions because of possibility of vertical trans¬ 


mission to infant. 

In case of accidental injuries wound should be 

immediately washed, disinfected and reported to 

authorities. 

In case of taking and transporting spccimcns:- 

a. Ensure careful vcnc puncture 

b. Place blood in leak proof containers having 
screw caps 

c. Label specimens with patient/cadaver No. and 
date of collection. 

d. Seal specimen in polythene bags 

e. Send container in Lab by secure route. 

f. Share information only with named staff in con¬ 
fidence. 
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Inflammatory Bowel Disease 


Wb«t is the difference between ulcerative colitis 
and Crohn’s Disease? 

Ulcerative colitis and Crohn's disease are two 
types of Inflammatory Bowel Disease (IBD). The 
large intestine (colon) can be inflamed in ulcera¬ 
tive colitis, involving the inner lining of the colon. 
of by Crohn's disease, which extends the inflam¬ 
mation deeper into the intestine wall. Crohn's dis¬ 
ease can also involve the small intestine (ileitis), 
or can involve both the small and large intestine 
(ileocolitis). 

How is IBD different from Irritable Bowel Syn¬ 
drome? 

IBD is a true inflammation of the intestine 
which can result in bleeding, fever, elevation of the 
white blood cell count, as well as diarrhea and 
cramping abdominal pain. The abnormalities in IBD 
can be visualized by barium x-ray or colonoscopy. 
Irritable Bowel Syndrome (IBS) is a 6et of symp¬ 
toms resulting from spasm or abnormal function of 
the small and large bowel. The Irritable Bowel Syn¬ 
drome is characterized by crampy abdominal pain, 
diarrhea, and/or constipation, but is not 
accompaincd by fever, bleeding or an elevated white 
blood cell count. Examination by colonoscopy or 
barium x-ray reveals no abnormal findings. 

What is the cause of IBD? 

There is no single explanation for the devel¬ 
opment of IBD. A prevailing theory holds that a 
process, possibly viral, bacterial, or allergic, ini¬ 
tially inflames the small or large intestine and, de¬ 
pending on genetic predisposition, results in the de¬ 
velopment of antibodies which chronically "attack" 
the intestine, leading to inflammation. Approxi¬ 
mately 10 percent of patients with IBD have a close 
family member (parent, sibling, child) with the dis¬ 
ease. 

Is IBD caused by stress? 

Emotional stress due to family, job or social 
pressures may result in worsening of the Irritable 
Bowel Syndrome but there is little evidence to sug¬ 
gest that stress is a major cause for ulcerative colitis 
or Crohn's disease. 

Source:- American College of Gaslrocnlcrolo^v 
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How is IBD diagnosed? 

Examination of the colon by colonoscopy is 
commonly performed in order to determine the pres¬ 
ence of ulcerative colitis or Crohn's colitis and is 
also helpful in judging the severity and extent of 
the disease. The examination requires that your co¬ 
lon be cleansed with one of several laxative prepa¬ 
rations. Sufficient sedation is given to keep you com¬ 
fortable during the procedure. A flexible tube is in¬ 
serted into the rectum and advanced through the 
colon. Biopsies of the bowel lining arc usually per¬ 
formed for diagnostic purposes and color photo¬ 
graphs arc often obtained so that comparison with 
previous or future examinations can be accom¬ 
plished. 

Barium x-rays of the upper and lower 
gastrointestinal tracts arc also useful for establish¬ 
ing the diagnosis. The barium is administered by 
mouth or rectally and x-rays are obtained in order 
to determine if the small intestine or colon is ab¬ 
normal. 

What are the complications of IBD? 

Ulcerative colitis may lead to chronic bleed¬ 
ing, diarrhea, and anemia. Crohn’s disease some¬ 
times results in progressive narrowing of the small 
intestine leading to increasing crampy abdominal 
pain and possibly abscess formation, the accumula¬ 
tion of pus outside the intestine. Crohn’s disease may 
cause persistent diarrhea and fever and bleeding. 

What medical treatments are available for IBD? 

Various formulations of 5-ASA, a drug which 
has been used to treat IBD for over 50 years, are 
available as oral preparations, suppositories, and en¬ 
emas. These are often one of the first drugs used to 
treat IBD. 

Corticosteroid therapy, such as prednisone or 
hydrocortisone, are given when the 5-ASA products 
arc insufficient to control inflammation. These 
drugs can be given orally, rectally as suppositories 
or enemas, or intravenously. 

If you do not respond adequately to these pro¬ 
grams. drugs which suppress the body’s ability to 
make antibodies against the disease (known as anti- 
immunc therapy) are used. Azathiopnne and 6- 
mcrcaptopurine (6-MP) are the two most commonly 
used drugs for anti-immune therapy. 
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Overseas Diary 


Examination for the Membership of the Royal C ollege of Physicians (United 
Kingdom) 


Mohd Afzal Mir MB, DCH, FRCP 


JK Practitioner 1997 ; 4(2): 141-144 


The membership of one of the Royal Colleges of 
Physician in the United Kingdom. Ireland & Australia 
is acquired after passing an examination which tests 
the breadth and depth of knowledge in medicine, clini¬ 
cal competence, presentation & communication skills, 
bedside manners and overall demeanour of the candi¬ 
date. This is a tall order and cannot be acquired just 
for the examination. This coveted diploma is essential 
for a career in hospital medicine in most English speak¬ 
ing countries, & is held in great regard in every coun¬ 
try. The examination for the diploma is very difficult 
and has a high failure rate. One estimate has shown 
that of the one thousand candidates who take the part 
1 M R.C.P. examination only thirty are likely to emerge 
with the diploma. The examiners who give the exami¬ 
nation believe that it is an easy task to pass this hur¬ 
dle. as do those candidates who pass it at the first at¬ 
tempt. but many experienced postgraduate doctors 
think that it is the most difftcult examination that they 
have ever taken. Some candidates have remained un¬ 
successful after the statutory six attempts. 

The reasons for these paradoxical views of sea¬ 
soned examiners and failed candidates arc simple. 
The examiners expect a reasonable clinical behav¬ 
iour and a competent management of the basic clini¬ 
cal problems, whereas the candidates, who fail to 
manage an unconscious patient but know many 
causes of coma, or do not notice an arteriovenous 
fistula in a patient with polycystic kidneys when they 
diagnose hepatosplenomcgaly. do not understand 
why they fail to satisfy the examiners. Even if a can¬ 
didate gets right the whole series of short cases the 
most discriminatory part of the examination-hc may 
fail if he show scant regard for the patients'com¬ 
fort. leaves them uncovered, docs not thank them 
and simply treats them as lumps of meat. 

The examination has evolved considerably over 
the last fifty years but so have the methods of passing 
it. The colleges arc constantly improving the exami¬ 
nation to make it fairer and more discriminatory to 
pick the competent clinicians. The candidates on their 
side now have more books available which tell them 
what to expect and more courses which train them how 
to pass the examination. Gone arc the days when the 
whole examination was a mystery to the hapless can¬ 
didates: examinees of today arc made aware of not only 


what cases and questions to expect but they arc also 
instructed how to address the examiners and patient 
and even what to wear. Despite a plethora of helpful 
material available to candidates aspiring to obtain the 
diploma, the failure rate remains high & the chief rea¬ 
son for this dismal state is still the same lack of atten¬ 
tion to the basics of clinical medicine. In this series of 
three articles I will endeavour to present a plan of how 
to pass this examination & explore the common causes 
of failure The single most important phase is a proper 
preparation for the examination. 

Preparation for the M.R.C.P. examination. 

“The best preparation for passing the Member¬ 
ship Examination is to work under the guidance of a 
good clinician who is also a good teacher”, wrote a 
distinguished fellow of the London College to me, in 
answer to my enquiry, when 1 was completing my 
internship at the S.M.H.S. hospital, Srinagar (Kash¬ 
mir). Unfortunately, good clinicians are not always 
good teachers and vice versa is true as well. I only 
knew one good clinician and he was as forthcoming as 
a teacher as an aphasic philosopher. Teachers here, like 
those I had known in my undergraduate days, were 
more interested in impressing students by giving them 
some obscure causes of ankle clonus than teaching them 
how to elicit it. As we will see later this legacy costs 
students dear in the membership examination. What¬ 
ever facilities arc available and wherever you arc. you 
should be able to prepare adequately for this examina¬ 
tion if plan well and devote yourself to the task of prepa¬ 
ration. The examination is a sequential process (Tabic 
1) and you need to keep the specific component in sharp 
focus and approach the preparation for it with unity of 
purpose. 


Table 1 The M.R.C.P. Examination 


Step 1: Part 1 Examination 

Multiple choice 
Questions (M.C.Q) 

Step 2: Part 2 Examination 


a) The written 


examination 

Grey cases photoquiz, 
data interpretation 

b) The clinical 


examination 

Long case, shorl 


cases, viva 


From Pr. M Afzal Mir University of Wales College of Medicine, Cardiff CF 4 4XW U.K. 
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The Part / Examination 

This consists of a single 60-question M.C.Q. 
per and the pass mark may reside anywhere be- 
{^cen 50% and 60%, depending on the standard of 
the population taking the examination. Only about 
a third of the candidates pass this examination. Each 
nueslion has a stem and five choice (Table 2) and 
vou have to choose and shade a 'T* for true' if you 
think the statement is correct, an F* for false if you 
think it is incorrect, and shade ‘dk’ to indicate that 
you do not know the correct answer. You will score 
+ 1 for every correctly identified true or false state¬ 
ment and zero for a ‘dk 1 . You will lose one mark 
for each incorrectly identified answer. 

Table 2 An M.C.Q. 

In the M R.C.P. examination 

a you need both knowledge and experience 
b there is an overall failure rate of 90% 
c candidates older than 45 years invariably fail at the 
first attempt 

d the written examination is not held outside the 
United Kingdom 
e. the viva is optional 

Whenever you decide to go for the Part 1 ex¬ 
amination you should set aside enough time to pre¬ 
pare for it. In addition to a textbook of medicine 
you should study all the available books containing 
multichoicc questions on all specialities. Table 3 
gives list of the books which are normally recom¬ 
mended for this examination. 

A properly and thoughtfully constructed 
M.C.Q. paper, as is usually the case in the M R.C.P. 
examination, is a very good test of unambiguous and 
accurate knowledge. This is the primary require¬ 
ment and you have to know one of the smaller text¬ 
books of medicine (Table 3) by heart. This is the 
reason why House Officers, who opt to stay in hos¬ 
pital medicine, arc encouraged to work hard and 
take the Part 1 examination at the end of the first 
year after qualification. In this paper questions arc 
included not only about clinical medicine but also 
about basic science; the knowledge obtained during 
your undergraduate years may not be beyond recall 
only a year after the graduation. 

Table 3 Recommended Reading list for the MRCP 
Part I Examination 

1. One of the standard small textbooks 

•Davidson’s Medicine. Ed Edwards ct al. Church¬ 
ill Livingstone 

•Clinical Medicine, Ed Kumar A Clerk. Saunders 

•Medicine, Ed Axcford. Blackwell 

•Lecture Notes in Medicine. Rubiustcin <& Waynv 


•Essentials of internal medicine, Kelly, Lippincott 
• 2. All the available MCQ books 

•Pastest MRCP pari 1 MCQ practice Exam. 

Littley 

•MCQ with subject summaries. ONeiil 

•Pastest MCQ, Hawkins 

•MCQ for the MRCP Part 1. Zumila, Charmichael 
A Bogaerdc 

•MCQ for the MRCP. Joshi 

There are courses available in the U.K. and if 
you get a chance you should attend one of these be¬ 
fore the examination. Although there is no substi¬ 
tute for knowledge there arc some simple rules 
which can be useful to observe while attempting an 
M.C.Q. paper. 

/. Attempt enough questions. You need about 60% 
marks, or 3 correct answers in each question to pass 
the examination. It follows that you have to attempt 
about 70% questions (210 out of 300 statements) in 
the paper. If you do not achieve this number with¬ 
out wild gusscs then your knowledge is insufficient 
and your preparation inadequate. 

2. Guess judiciously. It is a sound rule not to guess 
because you are more likely to guess wrong than 
right, but it is expected that a postgraduate student 
can make an educated and probably corccct guess 
about a question in medicine. So the simple rule to 
follow is to attempt all segments you know to be 
correct or incorrect, and if they add up to 180 to 
200 then you should not incur penalties by making 
wrong guesses. It is better to think of each question 
in turn and see if you can get +3 without having to 
guess. If you can not get +3 in a question then you 
should guess at the statement where you arc most 
likely to be right. For example, in the sample ques¬ 
tion (not from an MRCP question bank) given above 
the statements a, b, and c arc true and d and e arc 
false, but you may only be sure about a and e. When 
you look at it carefully you can see that you are likely 
to get your third point if you agree with c, since the 
examination is hard enough for young people not 
to mention hose who will find it hard to learn new 
skills and forget some old habits. 

3. There are no traps. The multichoice questions 
selected for the Pari 1 examination go through sev¬ 
eral stages of scrutiny, and the examiners make 
every effort to remove any ambiguity and trickery'. 
If you think there is a trap in a question ask your¬ 
self whether you are thinking too much for the ques¬ 
tion. assuming more than is given, or looking for 
hidden meaning when there is an obvious explana- 
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tion. Do not reject a simple obvious explanation in 
favour of a bidden convoluted one. For example, in 
a question about an unconscious patient brought to 
an Emergency Room, the stem stated that the pa¬ 
tient was drenching in a sweat, had tachypnoca, a 
temperature of 38.5. and a blood sugar level of 10 
mmol/1. Some clever students rejected the ofTer of 
salicylate poisoning in favour of diabetic 
ketoacidosis. 

4. If there are ambiguities make use of them. As I 
have mentioned above, the M R.C.P. examiners do 
their best to remove ambiguous words such as ‘may 
bc\ always’, and ‘never’, since anything may be 
in medicine and there is hardly anything which ci¬ 
ther always or never happens in life or in medicine. 
So if a question happens to have one of these quali¬ 
fiers then you can mostly agree with ‘may be' and 
disagree with the other two. 

These are some rules which can help you to 
make the best of your chances in the examination 
but remember there is only one safe rule which states 
that you should go with lots of secure and accurate 
knowledge. If you fail this examination the margin 
of the failure will give you a good idea about your 
knowledge. A difference of 1% or lower between 
your mark and the cut-off pass mark is acceptable 
and you should work harder and try again. If the 
margin is 2% or more then you are a long way off 
the standard required to pass this examination, and 
you need to work harder and longer before you con¬ 
sider having another stab at it. Passing this exami¬ 
nation qualifies you for taking the Part 2 examina¬ 
tion. 

The part 2 written examination 

This examination has evolved to the present 
format with a strong clinical bias. It is completed 
jn a single session with three individual components 
(sec Table 1). The grey cases, photoquiz, and data 
interpretation arc about clinical topics even though 
a considerable knowledge is required to understand 
the various scenarios and contemplate the possible 
interpretations. 

Grey Cases 

Grey cases test both knowledge and experience. 
There arc usually 5 or 6 detailed clinical scenarios 
with critical as well as superfluous information as 
one hears on a ward round, and one has to make a 
decision what to use to develop a diagnostic syn¬ 
thesis and what to discard as peripheral or irrel¬ 
evant to the main problem. You may be given some 
additional points from the past medical, social or 


family history and some results of investigations 
and then asked a few questions about further 
investigations, diagnosis or management. Some 
cases are worth 8 marks and some may only fetch 4 
marks, depending on their complexity and the depth 
of knowledge and the width of experience required 
to unravel the mysteries of the cases. It is not al¬ 
ways easy to decide whether a woman's priming her 
rose garden or changing her washing ponder were 
relevant to her pyrexia or were just thrown in as 
incidental information. 

Although there is no short cut to clinical ex¬ 
perience and ward rounds with a good teacher in an 
academic environment, you can gain useful dis¬ 
criminatory instincts and accumulate considerable 
knowledge by attending to the following simple 
principles. 

1. Consult a reference book such as Cecil’s, Harnson 
or Oxford textbook of medicine for every interest¬ 
ing case you see. 

2. Make a weekly habit of reading the Case Records 
of Massachustts General Hospital in the new Eng¬ 
land journal of Medicine. These arc invaluable in 
learning how to tease out critical clues from a mass 
of information to construct a diagnosis. 

3. Do not leave it too late to read some of the books 
which have been written specially for the Part 2 
Written examination (Table 4). 

Table 4 Recommended books for Ibe Part 2 Written 
examination 

•A guide for the MRCP Part 2 written paper, War¬ 
ren ct al., Chapman & Hall 

•100 case histories for the MRCP, Sever et al., 
Churchill Livingstone 

•Update for the MRCP. Andrews et al., Churchill 
Livingstone 

•Illustrated case histories. Fobcs & Jackson. Mosby 
Wolfe 

•Self assessment picture tests, Bouloux, Mosby 
Wolfe 

•300 medical data interpretations for MRCP, Saw¬ 
yer, Gabriel & Gabriel, Buttcrworth 

•The complete MRCP slide interpretation questions, 
Bcynon, Marguerie & Craddock, Churchill 
Livingstone 

•Self assessment questions in colour, Bouloux, 
Mosby Wolfe 

•A colour atlas of clinical diagnosis. Mir, Saunders 

Photoquiz 

In this section you arc given 20 pictures and 
you have 40 minutes to answer the questions asso¬ 
ciated with them. Once again all pictures arc not of 
equal weight and some fetch more marks and some 
less. You must sec as many pictures as you possibly 
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n d if possible consult all the picture books 
can d in Table 4. It is not generally realised that 
l,sl f. ' at pictures of signs requires a different 
l0 ° k mar and technique than the one that is sub¬ 
s' 3 ™ciously used for looking at live signs. You must 
C ° nS familiarity with pictures of wide variety of 
figns taken from different angles and from differ¬ 
ent patients., 


Data interpretation 

You will be given a document containing 10 
tions drived from laboratory investigations. X- 
qUC s cicctro-and echocardiograms, and pressure and 
ray ’ n saturation data from cardiac chambers. The 
experience of dealing with such reports on teach¬ 
ing ward rounds is an important requirement for 


this exercise, but you can improve your ability of 
coping with these questions by reading specific 
books written for this section of the examination 
(see Table 4). One of the usual pitfalls is 
overinterpretation, candidates sometimes think 
more than what is given and make clever interpre¬ 
tations. Admittedly, some of the questions arc not 
easy and contain some degree of ambiguity, but you 
should not be led away from common possibilities 
from the usual circumstances suggested in these 
questions. 

Once you have passed the written section you 
have cleared a major hurdle and are eligible to take 
the clinical examination. In the next paper 1 will 
discuss the preparation for and the techniques of 
tackling the long ease and the viva examination 


g <litor; . M A. Mir is author of many books on MR CP 
examinations and has made audio visual cassettes on 
MRCP examinations. He is one of eminent teachers, who 
has done lot of work on Newer techniques in teaching of 


Medicine as well as preparation of new curriculum tor 
MBBS students in Wales University. His cassettes on 
MRCP examination have been widely used by manv Uni¬ 
versities in Europe and Asia 
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I Meet the ProfessoFI 

Dr Girija Dhar FRCS 

Residence: Branc Nishal Srinagar (Kmr) 
Qualification: M B B S LKO 1956 

D R C O G. U K 1963 
F R C S. U K 1964 

Present post: Chairman. J&K Public Service Com¬ 
mission from 22..V 1995 

Previous posts held: Member. J&K Public Service 
Commission. 6.1.1992 to 21.3.1995 
Principal/Dcan. Government Medical College. 
Srinagar 1985-1991 

Prof & Head of Department of Obstetrics and Gy¬ 
naecology 1979-1985 

Administrator. Lai Ded Hospital I975-I9H5 
Founder member: 

I Indian Academy of Gynaecologists 

2. Indian College of Obstetrics & G>nac. 

3. Indian Red Cross Society 

4 Kashmir Blood Bank Socictv. 

Examiner: For MBBS and Post Graduate examina¬ 
tions of most of the Universities of India and au¬ 
tonomous Institutes like PG I 

Publications: Authored several research papers and 
contribution to post graduate medical books. 
Ex-member: 

I National Board of examinations. 

2. Medical Council of India. 

3. Royal College of Surgeons of Edinburgh. 

4 Fellow of Obstetrician and Gynaecology Socictv 
of India. 


Interview 

Q.No.l In retrospect, do you feel that serving the 
stale and not continuing in UK was a right deci¬ 
sion 0 

Ans. Returning back to serve my people was my 
conscious decision and 1 would take the same deci¬ 
sion if need arose 

Q.No.2 You have been both an excellent clinical 
teacher and a successful administrator Which of the 
two jobs has been more satisfying 0 
Ans. I cherished my job as a teacher and a clinician 
but I must admit I enjoy administration as well. 
Q.No.3 What is your opinion on the current stand¬ 
ards of Medical education in the state? 

Ans. Standard of M E. compared favourably with 
developed countries but standards have since dete¬ 
riorated for various reasons. 

Q.No.4 A word on the student - teacher relation¬ 
ship in our colleges? 

Ans. Very unhealthy and stifflinc. 



Q.Nn.5 What is your view on opening up for the 
private sector in Medical Education and Health 
C‘arc° 

\ns. Private enterprise is always welcome but pri¬ 
vate enterprise in Medical Education for the sole 
purpose of making fast and easy money at the cost 
of compromising standards is revolting and as or 
present only the very rich (whatever the means) 
seem to benefit 

Q.No.6 A word about the present day medical stu¬ 
dents. teachers and consultants 
Ans. Today s student, teacher and consultant is at 
large. All seem have to lost the basic philosphy of 
taking up the medical profession i.c . service and 
healing touch They want to compete w ith other pro¬ 
fessions in making money. I don't know may be the 
limes demand it. 

Q.No.7 Any message for Kashmiri doctors serving 
abroad? 

Ans. Message is if circumstances permit give some¬ 
thing back to your people, if you have achieved ex¬ 
cellence in any field They owe it to the people, who 
parted with their hard earned money to enable them 
to be educated. 

Q.No.8 Any suggestions fbr improvement of Medi¬ 
cal Services? 

Ans. 1) Accountability for all. whatever the level 
of the work. 

2) Medical Audit to take note of neglect, unneces¬ 
sary medication or inicrvension and to avoid errors 
committed by others. 

3) Orientation courses for Para-medical staff at all 
levels. 

4) Improve teacher student relationship 

5) Pooling of common facilities. 

Q.No.9 Achievements you want to mention. 

Ans. 1 must tell you I felt very proud when one of 
the directors from a prestigeous Institute remarked 
that the department of OB & G was the “best dc- 
partment in Northern India *. 


O 
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news 

•The first issue of the 
News Bulletin pub¬ 
lished on behalf of the 
Medical Faculty Asso¬ 
ciation of Govt. Medi- 
cal/Dcntal College. 
Srinagar under the 
presidentship of Dr. 
S.Z. Mchdi (MRCP) 
was released by the 
Principal Govt. Medical 
College. Srinagar in 
lanuary. 1997. It will be 
published quarterly. All 
«orrespondencc/arti- 

jles/lettcrs to be send to 
Jr. Mir Nazir Ahmad 
Gcneral/Editorial Scc- 






'' n 








jaj -i 


The Medical Faculty Association Vm Bulletin being released by Fro/. Wazira Khanum Also 
seen are Dr. Showkat Jeelani, Dr. Ci.M. Malik. Dr. Stir Saur and Fro/. . Lsltiq Hussain (Editorial 
Board Members) 


rcii i. v) Asstl. Prof. Dcptl. of Surgery. SMHS Hospi¬ 
tal Srinagar-Kashmir 190001. 

"Entry of overseas doctors into Canada made dif¬ 
ficult. 

The Royal College of Physicians and Surgeons 
of Canada will discontinue certification of special¬ 
ists from the UK and several other Commonwealth 
countries under regulatory changes scheduled to 
take effect in June. 1997. 

Arguing that an assessment of postgraduate 
residency programmes in countries other than 
Canada or the USA is "extremely complicated and 
expensive", the college's executive committee has 
re\iscd regulations for accreditation of specialists 
from the UK. South Africa. Australia. New Zealand, 
and Ireland. In the past, the college assessed the 
training of overseas specialists who were seeking 
entry to Canada, and who were prepared to take the 
college's certification exams, on a case-by-casc ba¬ 
sis. Hereafter, the college will only certify special¬ 
ists whose residency training programme is ap¬ 
proved by the Royal College in Canada, or by the 
Accreditation Council on Graduate Medical Educa¬ 
tion in the USA. 

Source l ancet 1997-. 349 3K. 


rics and Child Health (RCPCH) This College is now 
responsible for the education and training of all Pae¬ 
diatricians. At present the Paediatric option of the 
MRCP (UK) will remain the requirement to enter 
specialist medical training in Paediatrics, but in due 
course, the RCPCH will replace the Paediatric op¬ 
tion of the MRCP (UK) with its own examination 
which will be known as the MRCPCH 

The present regulations require candidates to 
complete the MRCP (UK) Part 2 Examination with 
seven years of passing the Part 1. The Ro\al Col¬ 
leges will honour this commitment and the paedi¬ 
atric option of the MRCP (UK) Part 2 Examination 
will remain available for seven years from Decem¬ 
ber 1996. During the transitional period, candidates 
passing the Part 1 Examination up to and including 
January 1999. w ill have the option of entering the 
Part 2 Examination with a view, if successful, to 
applying for award of the MRCP (UK) Diploma or 
the MRCPCH Diploma However, the time available 
to sit the paediatric option of the MRCP (UK) Part 
2 will reduce progressively, ceasing to be available 
after the end of 2003. 

Relevant details will be sent to all candidates 
entering the MRCP (UK) Part I Examination. 

Souris; l jnccl 1996. 34X 


"Changes in MRCP (UK) Exami nation Regula¬ 
tions (Paediatrics). 

The Privy Council has granted a Rn\.ii ? ! ;-r 
ter to the new ly formed Royal Col kg ' .s' 


Conference calendar 

VIOth annual and 4th International Convention of 
Islamic Medic al Associ ation Nor th America to be 
held ' 26. 1097 to 1st August 1997 at Radisson 
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SAS Hold. Amman. Jordan. Besides academic ac¬ 
tivities. arrangements for UMRAH (Macca and 
Madina) will be made. For details write to - IMA 
Headquarters. 4121 South Fairview Avenue. Suite 
203. Downers Grove 1L 60515-2265. Phone 
(630)852-2122. FAX (630)852-2151. 

♦American College of Phvscians is also holding a 
conference on the same date and venue as above. 
For details contact Dr Faroque A. Khan MB. FACP 
Nassau County Medical Center. 2201 Hempstead 
Turnpike. East Meadow (NY) USA 11554. T. No. 
516/572-6501 FAX 516/572-5609. 

♦2nd I nternation a 1 Meeting o n Thcrapyjn Liver 
Dis eases and the Pathophysiologica l_Basis_of 
Therapy September 17.-19. 1997 Barcelona. Spain 
For registration write to OASIS. Travel and Con¬ 
gresses. Sor Angela dc la Cruz. 8-28020 Madrid 
(Spain). Phone (341)555 II 19. FAX (341)555 35 
81 


Obituary 

The editorial board sends condolences to the family 
of Dr M S. Wanchoo. MD. who died after a brief 
illness at the age of 51 years, at Srinagar. He was 
once active physician, who served J&K Health 
Deplt SMHS Hospital as well as worked abroad for 
few \cars. He was well known personality among 
his colleagues, class fellows and friends He used 
to present \arious health programmes from Srinagar 
Doordarshan. He had become very popular among 
the viewers, because of his nice presentation as well 
as good command over Urdu and Kashmiri. May 
God give peace to his soul 

Clinical Images. Answer I-AM1LIAI. KA1.1.MANN’S 

SYNDROM! 


♦1st Asia P acific Conference on Hype rtension^ No¬ 
vember 29 - December 3. 1997. For details contact: 
Dr. Shailandcr Vajpayee. Chairman Organising 
Committee. ACPCH. Deptt of Pharmacology. Govt. 
Medical College Sural 

♦Mid-term m eeting o f t he Indian Society of Ga s. 
trocntcrologv to be held on 29-30 August at Vellore. 
For details write to Organising Secretary ISG. MID 
term 1997. Deplt. of Gastrointestinal Sciences. 
Christian Medical College and Hospital Vellore- 
632004. 

♦CME in Diabetes. 11th May. 1997 at Mangalore. 
For details contact Dr Prabha Adhikari. Kaslurba 
Medical College Hospital Allay ar. Mangalore - 575 
001 . 

♦ Fr. Muller's Course on S u rgery of Paedia t ric Spinc- 
1997 14-16 November. 1997 at Mangalore. For 

details contact the Organising Secretary Dr. Lester 
D'Souza Osteon' Bunts Hostel Road. Mangalore- 
575 003. 
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benefits of Ramadhan, and I wish you and all our colleagues a very happy Eid. 


Sincerely, 

Prof. Faroque A. Khan, M.B., M.A.C.P 
Chairman Dept, of Medicine Nassau County Medical Center USA 


Dear Dr. Malik, 

I am quite impressed with the effort and would like to contribute to its success in whatever measure I can. 
Please let me know whether you need any assistance in the area of Endocrinology & Metabolism. 

With Best Wishes 


Sincerely, 

Prof Romesh Khardori, MD., MB., FACP., FACE. 
Chief Endocrinology Southern Illinois Umiv. USA 


Dear Dr. Malik, 

Thank you for tour letter. I am pleased to know that you have worked hard to bring the level of PRACTI¬ 
TIONER' to the present standard. With best wishes. 


Yours sincerely. 
Dr. Girija Dhar 
Chairman PSC Jammu India 


Dear Dr. Malik, 

Thank you very much for your letter. I was very pleased to hear the good news that the JK Practitioner will 
be indexed in the EMBASE in 1997. This is in no small measure due to your own efforts. I will continue to 
support you and send you further material in the future. Kind regards. 
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University Hospital of Wales UK 
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Dear Dr. Malik, 

Please accept my heartiest congratulations on the success of JK Practitioner, which has been accepted for 
indexing by Exccrpta Mcdica database. I am sure that I speak for many in expressing a debt to you for your 
untiring efforts, which have ensured that the Journal has come from an idea that in itself was yours, to a 
path that should lead to a continued and assured success in years to come With kindest regards and best 
w ishes for I 977 


Yours sincerely, 
Professor GJ Mufti 
King's College Hospital London 
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I congratulate you on this achievement 

Prof Mehrai-ud-Din 
Director SKIMS Srinagar India 


Dear Dr. Malik, 

After reviewing >our recent annual issue, it is obvious that the journal has made remarkable progress in a 
very short period of time under jour leadership 

I would like to take this opportunity to convey my congratulations to you and your editorial board for 
producing a highly professional journal under very- difficult circumstances. 

Sincerely. 

Khalid Qazi, M l). Associate Prof of Medicine 
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Eradication of Iodine Deficiency from Kashmir Valley by the Year 2000 A.D. - 
is there any hope to achieve this goal? 


"Iodine deficiency is so easy to prevent that it is a 
crime to let a single child be born mentally 
u^tiraoDed for that reason. " H. Labouisse, Executive 
UNICEF (1978). 

Iodine deficiency is the most common preventable 
cause of mental deficiency in the world today. The 
World Health Organization has estimated that the 
elimination of iodine deficiency would prevent the brain 
damage that has caused irreversible mental handicap 
to at least 20 million people in the world today 1 . The 
goal of “elimination of iodine deficiency disorders 
(IDD) as a public health problem by the year 2000 
AD" was accepted by United Nations in 1990 when 
the 43rd World Health Assembly adopted an important 
resolution concerning this massive public health issue 
in Gaieva (May 1990).In order to successfully eliminate 
iodine deficiency it has become evident that a 
collaborative campaign must be mounted in each 
country to achieve this goal. 

The countries of Asia present a particularly urgent 
challenge for the control of IDD. Many countries in 
South-east Asia have IDD as a significant health 
problem. There are more people in South-east Asia 
suffering and disabled by some form of IDD than in 
any other region of the World 2 . The adoption of the 
term IDD reflects a new dimension of the understanding 
of the full spectrum of the effect of iodine deficiency 
on the fetus, the neonate, the child, the adolescent, and 
the adult in the whole population. These include 
abortions, stillbirths, neonatal goitre, brain damage 
(cretinism), hypothyroidism, impaired school 
performance, retarded physical development, impaired 
mental function etc. The definition of the problem of 
IDD as one concerned with brain development and not 
just the enlargement of the thyroid glands as “goitre' 
and also the recognition of large populations at nsk 
has led to the acceptance of IDD as a major priority in 
international health and nutrition 

We studied a total student population of 10, l Q 6 in 
the age group of 5-15 years, which included 5<-76 boys 


and 4520 girls in 210 randomised villages of the 
Kashmir Valley. Of these 4609 (45.2%) had thyroid 
enlargement The overall goitre prevalence increased 
with age. We collected 202 urine samples randomly 
from the surveyed population irrespective of sex or 
thyroid enlargement and processed these for creatinine 
and iodine estimation as recommended by Karmarkar 
el at 3 . The urinary iodine (ug) per gram of creatinine 
was 49.6 ±3.6 (mean + SEM) with a range of 6.3- 
103 .6. These findings suggest that Kashmir valley has 
significant iodine deficiency and that prompt measures 
are needed to alleviate this major public health 
problem 47 . 

In order to eliminate IDD, iodine needs to be 
introduced regularly into the daily diet Iodine could 
be supplemented into salt, bread, sweets, milk, sugar, 
and water. Among these salt has been universally 
accepted for iodization because it is consumed by 
almost every human being irrespective of economic 
level. The consumption of salt is particularly high in 
this valley because people use salt (instead of sugar) 
with tea. 

An instructive example of the possibilities is 
provided by the observations of the effect of an iodized 
salt programme dating from 1978 in the village Jixian 
of Northern China This village was locally regarded 
as “village of idiots.” After five years of the introduction 
of iodized salt programme in this village, the goitre 
prevalence crashed from 80% to 4.5%. no new cretins 
were bom, school failure rates dropped from more than 
50% to 2% and per capita income increased from a 
meager 43 yuansto 550 yuans The story of this village 
indicates that although iodine deficiency is a major 
obstacle to the human and social development of 
communities living in an iodine deficient environment, 
correction of iodine deficiency can bring communities 
to life in a remarkable way 1 . 

The commitment of the South Asian Association 
for Regional Co-operation (SAARC) to eliminate IDD 
by the year 2000 AD is reflected in the declarator! 
“Universal Access to iodized salt by 1995” at the second 
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SAARC conference held in Colombo, Sri Lanka in 
September 1992. 

A recent survey in Kashmir valley indicated that (i) 
most of the people in rural areas consume non-iodized 
salt (ii) one-third of te urban people preferentially and 
invanably use iodized salt (iii) a small percentage of 
people prefer rock salt, and most disturbingly (iv) one- 
third of the urbanites do not seem to care about the 
type of salt they should use “. 

There is supposed to be a total ban on the sale of 
non-iodized salt in Jammu and Kashmir However, 
market surveys revealed that non-iodized salt is freely 
available throughout Kashmir valley In fact there are 
successful businessmen whose exclusive business is the 
sale of non-iodized salt. However, grocers have iodized 
salt also on their shelves particularly in Srinagar- the 
capital city- and some major towns Unfortunately the 
sale of iodized salt seems to be a miniscule of the total 
salt sold because of the common man's preference for 
the coarse non-iodized salt *. 

In view of these findings we seem to be far away 
from achieving IDD elimination by the year 2000 AD 
in Kashmir valley. There seems to be no will on the 
part of the oficial agencies to implement the already 
existing ban on non-iodized salt. This is compounded 
by the problem of inadequate awareness regarding the 
magnitude of IDD (and its alleviation through salt 
lodization) among the public in general and the medical 
professional in particular Health professional have been 
educated in ealier times when the concept of effects of 
iodine deficieency was simply goitre. The borader IDD 
concept has so far had only limited circulation within 
the large health professional group. The IDD message 
needs to be reached to health professionals in all fields 
and the prevention and control of IDD needs to be 
incorporated into their programmes In the case of 
gneral public it is obvious that IDD mesaage has be 
presented in down to earth terms, as to what prevention 
and control means in terms of child survival, child 
development, school performance, and the productivity 
and quality of life. 

Let all of us contnbute to achieve iodine sufficient 
community by ensuring that clean, iodized, packaged 
salt consumption becomes the norm 

The elimination of iodine deficiency disorders will 


be a great triumph in the field of public health 

comparable to the eradication of smallpox " 

B.S.Hetzel, Executive Director ICCIDD. 

AH Zargar D.M, AJ Want, M.D, BA Laway, M.D 

SR Masoodi M.D 

Department of Endocrionology, Institute of Medical 

Sciences, Soura, Srinagar Kashmir. 

JK- Practitioner 1997; 4(3):150-151. 
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Analgesic Rebound Headache - (ARH) 

Observation of the analgesic headache or analgesic 
ebound headache started in the early 1980‘ S.Kurd 
found that analgesic overusers treated with amitriptyline 
ha d a mean improvement of 30% if they continue to 
us e the analgesic, compared with 72% who stopped 
their analgesics 2 . Islar studied 235 patients of migraine 
and concluded that their chronic headaches were a direct 
consequence of the overuse of medication 1 . Rapoport 
et al studied 70 patients with daily headache who were 
consuming 14 more analgesic tablets per week, out of 
which 66% improved considerably one month after 
discontinuing analgesics and total of 81% were 
significantly improved at the end of 2nd month with 
cyprohepatidine or amitrptyline 2 . He also concluded 
that analgesic wash out period (length of time required 
for regulation of the nociceptive systems and renewed 
potential for pain relief) may last as long as 12 weeks 
but averages about 8 weeksin majonty of patients 4 . 
Dichagam et al observed the effects of abrupt 
withdrawal from mixed analgesic in 52 patients which 
later improved markedly for long periods of time 1 . 

Episodic forms of migraine are gradually 
transformed into chronic daily headache (CDH) with 
mixed features of migraine and tension headache in 
patients who are on daily symptomatic or immediate 
relief medication. 78% of patients with CDH were 
found to be using excessive amount of analgesics The 
most common drugs used were those containing 
butalbitol, caffeine and analgesic combinations with 
or without codeine Many patients combined ergotamine 
with analgesics or analgesic/sedatives/caffeine 
combinations 5 . 

Analgesic Headache (ARH) as a result of 
medications used for headache relief 

Ergotamine headache and dependency. 

The modem therapeutic use of ergotamine dates 
back to the 1930s. In 1955 Lippman characterised the 
ergotamine headache as a dull, constant head pain 
resulting from prolonged use of ergot derivatives 6 . In 
1986 Saper and Jones presented evidence in support of 
ergotamine headache as a state of dependency on 
ergotamine tartrate. The ergotamine headache has an 
unnatural frequency and usually occurs daily or near 
daily unlike migraine which rarely occurs more than 
once or twice a weak and usually considerably less' 
Majority of cases reported in literature show increased 


frequency of egrotamine usage and weekly total dosage 
exceeded even 10-15 mg/day in some patients. 
Surprisingly peripheral ischaemia and other signs of 
ergotism were rarely exhibited by these patients. 
Withdrawal headache usually starts within 72 hours 
following discontinuation of the drug and may last for 
72 or more hours. It is characterised by a predictable, 
protracted, and extremely debilitating headache 
accompanied by nausea, vomiting, at times diarrhoea, 
other physical and mental symptoms like restlessness 
or sleeplessness*. Spontaneous improvement after 
discontinuing medication is common 

How to recognize: 

1. A migraine type of headache occunng daily 

2. Headache starts when effect of previous dose of 
ergotamine wanes off 

3. As time passes, dependency on the drug intensifies 
and medication in anticipation is started 

4 No drug is effective except ergotamine which 
strikingly relieves the headache 
5. Physician’s advice to take ergotamine as early as 
possible in course of the headache, leading to 
excessive and frequent use of medication* 

Clinical Features 

Analgesic and other drug induced headaches are 
similar to ergotamine headache in many of their clinical 
features The characteristic features of drug induced 
headache are self sustaining, rhythmic headache, 
occunng daily, vanng in seventy, location, type and 
tendency to be precipitated by the physical or mental 
effort Most of the time it is difficult to distinguish it 
from pnmary headache disorders like tension type 
headache or migraine It can be throbbing with other 
accompanying symptoms which are very striking 
include, nausea, restlessness, irritability, memory 
problems, difficulty in concentration and behavioral 
abnormalities such as depression and neurotism 9 . 

Sleep Abnormalities 

Difficulty in initiating and maintaining sleep and 
early morning awakening with serve headache are very 
common and observed in 71% patients Predictable 
headache in early morning hours (2-6 AM) in 46% and 
have positive correlation with high intake of 
analgesics 1,1 
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Tolerance 

Tolerance to symptomatic medication develop 
resulting in gradually increasing frequency of 
consumption and total quantity of drugs, and drugs 
like ergotamme may be consumed in anticipation of 
headache or long before the actual headache attacks 
occur 1 n 

Withdrawal headache and related symptoms: 

Abruptly stopping daily excessive symptomatic 
medication may result in increased tendency of 
headache associated with nausea, abdominal cramps, 
diarrhoea, restlessness, sleeplessness and mental 
anguish, even seizures in certain cases. It starts within 
24-48 hours and lasts for 5 to 7 days in majority of 
cases' 1 

Headache improvement after withdrawal of 
symptomatic medication 

The most striking features of ARH is continued 
improvement in headache frequency and seventy, 
general well-being in sleep patterns and reduction in 
irntability, depression and lethargy after the initial 
withdrawal penod is over. In one senes of 200 patients 
mere discontinuation of drugs results in a 52% 
improvement in the headache index and addition of 
prophylactic medication, further improved headache 
in 78% in 12 weeks penod 10 . 

Concomitant prophylactic agents: 

Withdrawal of daily symptomatic medication 
enhanced the effect of prophylactic agents in 58% 
patients, thereby clarifying that daily excessive use of 
symptomatic medication nullifies the beneficial effects 
of concomitant prophylactic agents 10 . 

Critical dosage 

This question was studied by Scholez al, who 
concluded that the daily “dosage at risk” for ergotamme 
is 3-4 mg and for acetaminophen and salicylic acid is 
lOOmg/day Hence many clinicians recommend that 
dosage of ergotamme should be restricted to less than 
3mg a week 12 . 

Mechanism of ARH 

Evidence has accumulated that DIH occurs in those 
with primary headache disorders especially 


migraineurs’. Bowlder et al reported that no differences 
exist between the version types of analgesics in their 
ability to produce chronic headache. Therefore, it 
appears that there is some inherent abnormality in the 
primary headache population that predisposes them to 
ARH 12 . Lance ct al also postulates that suppression or 
down regulation of any already partially suppressed or 
abnormal anti no-ciceptive system due to excessive 
symptomatic medication is a possible explanation for 
DIH in migraineurs. Alterations in the density and 
function of post synaptic neural receptors as a result 
of chrome use of drugs for refractory headache in the 
patients, may be the other explanation* 13 

Management of ARH 

Multimodality approach is essential for satisfactory 
results. A pharamacologjcal and behavioral intervention 
is necessary. 

1. Discontinuation of the offending drugs. 

2 . Attempts to break the cycle - (Headache medication 
Headache) 

3. Interaction of prophylactic agents 

4 Concomitant behavioural intervention - including 
biofeed back therapy, individual behavioral 
counseling, family therapy physical exercise and 
dietary instructions. Adequate instructions about the 
ill effects of medication with special focus on DIH 5 . 

Abdul Sal am 
M.D., DM. 

Asst. Professor (Neurologist), Medicine Deptt. 
SKIMS, Srinagar, Kashmir, India - 190 001 
JK - Practitioner 1997; 4(3): 150-153 
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phaco Emulsification - A Refinement in Cataract Surgery 


Cataract surgery was revolutionised as a result of 
introduction of intraocular lenses in late seventies The 
implanation of intraocular lenses usherd in a new era 
towards the achievement of clear vision. The lens 
implantation together with the technique of 
microsurgery changed the concept of cataract surgery 
The success rate with this surgery was so high that it 
became a method of choice in most of the developed 
countries However, wwith passage of time even the 
developing countries picked up the technique and it 
became popular with all ophthalmic surgeons The 
research did not rest there, fresh efforts were made for 
better techniques and further refinement in 
instrumental on We still had the problem of astigmation 
following cataract extraction with lens implantation. 
The latest techniques in calculation of the power of the 
lens helped us to implant a lens of exact power The 
introduction of phacoemulsification is a result of effots 
to achieve a perfect vision 

Charles K el man of United States was the first to 
introduce phacoemulsification in cataract surgery in 
1967. The technique did not become popular at that 
time as the equipment was cumbersome and the size of 
Intraocular lens was large. Even till late eighties the 
technique did not gain much popularity. However, the 
advent of small and foldable lenses togather with 
refinements in surgical techniques in the last 7 years 
have seen a renewed interest in phacoemulsification. 
Cataract extraction with lens implantation by phaco 
emulcification is the method of choice for cataract 
surgery at all the advanced centres. 

Indications of phacoemulcification 

This is a method of choice in all cases of cataract 
unless there is some cotraindication. 

Contraindications 

Patients with comeal disease especially with low 


endothelial cell count, comeal opacity, microcomea, 
poorly dilated pupil, chronic or acute ant. Uveitis and 
microphthalmic eyes are not suitable for 
phacoemulsification. 

Procedure of phacoemulsification 

The incision in phaco emulsification is small one, 
from 3.5-5.5 mm, 3.5 mm in case a foldable lens is 
used. A seleral tunnel is made going through sclera 
and cornea and then into the ant chamber of the eye. 
The Descemets membrane of the cornea acts as the 
value for sealing the wound A small hole is made in 
the ant capsule of the lens The nucleus is separated 
from the cortex with balanced salt solution The nucleus 
is then fragmented with a titanium needle which is made 
to vibrate at a very high ultrasonic frequency (30-40 
KHZ). The needle makes small to and fro movements 
into the nucleus and breaks it into small parts which 
are aspirated by the aspiration port of the machine 
The needle has small irrigation and aspiration ports 
through which the fluid is injected and together with 
cortical matter aspirated. Once the entire cortical matter 
and the nuclear fragments are aspirated we are left 
behind with a bag having a hole in the centre into which 
an IOL, prefrably a foldable one is implanted The 
lenses used are silicon and hydrogel lenses In case 
PMMA lenses are to be used then the incision has to 
be at least 5.5 mm 

Advantages of Phacoemulsification: 

As the incision is small the induced surgical 
astigatism is minimal, there is no need to apply sutures 
and the conwalescence penod is reduced There is quick 
return to normal vision In case a proper calculation of 
lens power has been done prior to suigery patient will 
not require any glasses after the surgery for distant 
vision 
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Disadvantages of Phacoemulsification 

The technique is difficult to learn, equipment used 
in this technique is expensive. The maintenance of the 
equipment is costly. The foldable lenses are itself 
beyond the reach of common people. This procedure 
can not be used in patients with hard lenses and the 
complication like demage to the cornea, rupture of the 
post capsule of the lens and leakage of fragments of 
cortical matter into vitreous are more common in the 
procedure. 

To summarise phaco emulcification has raised high 
hopes for the patients of cataract. The complications 
although present, are not that common. The only factor 
which is coming in the way of its being universally 
acceptable is the cost factor 


Prof. Bashir Ahmad 

Eye Care and Research Centre 

Karan-Nagar, Sri an gar, 190 010. 

JK - Practitioner 1997; 4(3): 154-155. 
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Young Scientist Award-Medical Sciences (1996) 

-V j Dr Mohammad Mubank received the "Young Scientist Award" of the 

‘/ji/ J&K Council for Sciences and Technology for his contribution in the 
field of sciences for the year 1996 on 31 May, 1997 at Jammu His 
outstanding published work has been adjusted the best during the year. 

\ * j Th e whole work was carried out last year under the supervision of Dr 

M Malik, MD, FACG Associate Professor and Head Gastroenterology 
r Division Department of Medicine Govt. Medical College Srinagar This 

^work has already been published in International journals of 

V Gastroenterology and Endoscopy by Dr. G.M. Malik et al Besides Dr. 

—- * * - Gh Jeelani, Dr. Show|cat and Dr Javid post graduate students now 

registrars were main contributors to these projects earned by GIT Division of Govt. Medical College. 
Snnagar 

Dr Mubank completed his graduation and post graduation (MD General Medicine) from Govt. Medical 
College, Snnagar He has been the recipient of National Ment Scholarship for his excellent academic 
achievement 

The present research earned in GIT Division SMHS Srinagar was focused on Helicobacter pylon, 
Gastnc Cancer, Peptic Ulcer. Ramadan fasting and peptic ulcer, GIT bleed etc. 
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Functional Endoscopic Sinus Surgery - 

Concept, Anatomy and Surgical Technique (Part - I) 


ynVCT ikatachalam. Arun Bhat _ 

to *Thep r oblems of pollution has increased manifold 
with growing urbanisation. Nose, in spite of its 


wiin ... 

Alteration mechanism, cannot cope up with a variety 

f pollutants one is exposed to every day. These factors 

finally predisposes to the infection of the sinuses 

Inflammatory diseases of the sinuses, per se, rarely 

threaten life but they produce considerable morbidity 

Although no statistics are available from India, the 

National Health and Social Security Department in UK 

have estimated that roughly half a million mandays are 

lost every year on account of this condition (Wright).' 

In the United States over 31 millions people re roughly 

one in eight suffer at some time from sinusits (Levine). 2 

Till recently the surgical management of chronic or 

recurring sinusits was based on the concept that all the 

diseased mucosa should be radically removed, so that 

healthy mucosa grows in its place Mechanical 

obstruction due to deviated nasal septum or polyp has 

been implicated as a contributing factor to persistent 

infection of the paranasal sinuses. Keeping these factors 

in mind the commonly suggested operations were SMR 

Septoplasty, Caldwell-Luc’s operation, intransal 

antrostomy and polypectomy. But rarely these 

procedures produce desired longterm results. 

The work by Messerklinger on the mucosa and 
mucociliary transport of the nose and paranasal sinuses 
has revolutionised the concept of treatment of sinusitis. 
Messerklinger 3 demonstrated that the larger sinuses 
namely the frontal and maxillary sinuses are dependant 
sinuses and are subordinate to their prechambers in 
the ethmoid and lateral nasal wall. For maintenance of 
normal physiology of the paranasal sinuses and their 
mucosa, drainage and ventilarion are the two important 
factors. The ventilation and drainage of the larger 
sinuses pass through narrow clefts and fissures before 


they reach the free middle meatus These clefts, frontal 
recess and the ethmoidal infundibulum form a part of 
antenor ethmoid Since the large (maxillary and frontal 
sinuses) drain into the middle meatus via the antenor 
ethmoid, their pathophysiology is dependant on the 
condition of the anterior ethmoid (Kennedy, 
Stammberger).*- 5 - 6 Also it has been demonstrated by 
both still and video-photography that the mucociliary 
transport in the paranasal sinuses follow a definite 
pattern leading towards the natural ostium Any 
blockage of the ostium leads to stasis, infection, oedema 
and then to a viscious cycle of persistent infection. So 
for an infected frontal or maxillary sinus to resolve, it 
is essential to re-establish normal mucociliary drainage 
and ventilation through their natural ostia, by removing 
the disease in the antenor ethmoid and if required widen 
their ostia too This is the basis for the classical 
Messerklinger Technique - Functional Endoscopic 
Sinus Surgery (FESS) Stammberger has demonstrated 
by video-photography that even in cases with intranasal 
antrostomy, the mucus bypass this artificial antrostomy 
and ascends to the natural ostium, thereby supporting 
the Messerklinger’s concept. 


Surgical Anatomy 

The lateral wall of the nose has several anatomical 
landmarks For an endoscopist the area of interest is 
the middle meatus. The uncinate process is the first 
structure seen on antenor rhinoscopy This process 
forms the anteromedial wall of the ethmoid 
infundibulum, the space antenor to bulla ethmoidalis 
The uncinate process continues postenorly into the 
medial infundibular wall. On incising the uncinate 
process and removing the medial infundibular wall 
(infundibulotomy) the anterior wall of the bulla 
ethmoidalis is visualised Removal of the antenor wall 
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of the bulla ethmoidal is exposes its roomy cavity and 
the ground lamella which is the posterior boundary of 
the bulla ethmodalis. Lateral sinus of Gunwald lies 
superolateral to bulla. On opening the ground lamella, 
the posterior ethmoid complex is exposed. Removal of 
these calls will lead to the anterior wall of the sphenoid 
sinus. The maxillary ostium situated in the middle 
meatus is usually hidden from view due to 
infundibulum. After infundibulotomy visualisation of 
maxillary ostium is possible The fronto-nasal duct 
which opens into the frontal recess and its ostium is 
often surrounded by anterior ethmoid cells which may 
have to be cleared with a 30° or 70° telescope before it 
is possible to visualise the frontal sinus opening 

Some of the important anatomical relations to be 
considered while performing Functional Endoscopic 
Sinus Suigery (FESS) are: 

1. The lamina papyracea which separates the ethmoids 
from the orbit may be very thin and may be 
accidentally opened leading to prolapse of the orbital 
content. This, if mistaken for oedematous mucosa/ 
polyp will lead to senous damage. 

2. The roof of the ethmoid is at a higher level than the 
cribriform plate While operating near roof, if one 
is not careful, may accidentally damage cribriform 
plate which is thin 

3 The antenor ethmoidal artery may have deficient 
bony canal and may sometimes be a source of 
bleeding 

4 Care must be taken while widening the maxillary 
ostium so as not to damage naso-lacrimal duct. 

5 A pneumatized posterior ethmoid cell as well as 
lateral wall of sphenoid sinus may be directly in 
contact with the optic nerve and one must be careful 
while operating near this area 

Before subjecting the patients to Functional 
Endoscopic Sinus Suigery (FESS) they are subjected 
to a detailed history, thorough clinical examination and 
a standard protocol investigations which include routine 
haematologicai examinations and X-rays of the 
paranasal sinuses These patients are then subjected to 
diagnostic nasal endoscopic examinations followed by 
computenzed tomography of the paranasal sinuses 
Functionala Endoscopic Sinus Surgery-Messerklinger 


technique is described below. 

Operative Technique 

Messerldinger technique which is followed at our 
centre is the one described below: 

The patient is first premedicated with Injection 
Pethidine Hydrochloride and injection Promethazine 
hydrochloride given intramuscular half an hour before 
the start of operation The nasal cavity is anaesthetized 
by packing with cotton pledgets soaked in 4% xylocaine 
along with adrenaline in the concentration of 1:100,000 
Three packs are put - one along the floor, second near 
the roof and third in the middle meatus and kept for ten 
minutes. Fresh cotton pledgets soaked in the same 
solution are inserted again under direct endoscopic 
vision and kept for 5 minutes. The patient is then made 
to lie supine position with the head tilted 30 degree 
towards the surgeon Before starting the endoscopic 
sinus surgery, a routine endoscopic examination is 
performed to assess any change in the extent of the 
disease. Lateral wall is injected with 2% xylocaine with 
1:100,000 adrenaline. 

An infundibulotomy is then performed using a sickle 
knife. The sickle krufe is inserted first in front and below 
the anterior-most part of the middle turbinate The 
incision is earned down uptothetop of infenorturbinate 
following the length of uncinate process. The uncinate 
process is then removed using either a straight or 45 
degree upturned Weil-Blakesley forceps by twisting 
medially and inferiorly. During the procedure of 
infundibulotomy the sickle knife is always kept parallel 
to the alteral wall of the nose to avoid accidental damage 
to the lamina papyracea and entry into the orbit. Care 
is also taken to avoid tear of the mucose as this leads 
to excessive bleeding The ethmoidal bulla then come 
into view next which is entered by using a straight Weil- 
blaskesley forceps. Complete exenteration of the middle 
ethmoidal cells is earned out. Limits of the surgical 
exenteration are superiorly ethmoidal roof where 
sometimes antenor ethmoidal artery is visualised, 
laterally lamina papyracea and postenorly the bony 
partition called ground lamella. While working near 
the roof the tip of the upturned forceps should be 
directed laterally and while working laterally near the 
lamina papyraceathe side of the forceps should be used 
to avoid accidental damage to roof or orbit respectively. 

The frontal recess is cleared off any obstruction by 
removing mucosal hypertropy or diseased ethmoidal 
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,j s and the frontal sinus mucosa visualised 

The posterior ethdoidal air cells are entered by 
aiing the ground lamella on the medial most part 
^bout 3-4 nim from the edge where the horizontal part 
of the middle turbinate becomes vertical part. The 
diseased cells are entered. The sphenoid sinus is opened 
through the posterior ethmoidal cells in the medial part. 
The ostium of the maxillary sinus is identified and 
widened by using a reverse cutting Ostrum punch 
forceps in the anterior-infen or portion at the expense 
of anterior fontanelle Care is taken not to go beyond 
anterior end of middle turbinate. Bleeding is usually 
ntuumal during the surgical procedure The nasal cavity 
is filled with antibiotic steroid cream at the end of the 
procedure. Where excessive bleeding is present, nasal 
packing is done with ribbon gauze medicated with the 
same cream. 

Maxillary Sinus Endoscopy 
Route : 

1. Infenor meatus 

2. Canine fossa 

Preferred route is canine fossa due to:- 

a) Better visualisation 

b) Greatest arc of rotation of the endoscope for 
inspecting the recesses 

The maxillary sinus is entered sublabially through 
the canine fossa using a 5 mm Trocar and Cannula 
after inflilterating the area with 2% xylocaine wth 
adrenaline The site of puncture at the canine fossa is 
the outer and upper quadrant. The trocar is guided into 
the antrum by corkscrew movement with the index 
finger guarding against too deep entry into the sinus 
and damage to the posterior wall. A 30 degree or 70 
degree telescope is used to visualise various walls as 
well as any pulhouitie. 

Any cyst or polyp in the sinus can be removed by 
this procedure 

Post-operative Care 

Meticulous post-operative care and follow-up in the 
outdoor are of paramount importance for good result 
Residual debris and blood clots should be removed 
using the endoscope and attempts be made to lyse any 
adhesions or synechiae. In our centre we see patients 
post-operatively after 48 hours and then every alternate 
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day for one week. Thereafter weekly for 4 weeks . Alter 
that patients are followed-up on a bi-weekly basis and 
then monthly as needed. Each individual heals 
differently and the care must be tailored to the needs of 
the particular patient 

The patient is asked not to blow the nose especially 
if the maxillary sinus endoscopy is done to avoid 
subcutaneous emphysema. 

Complications 

Although Messerklinger and Stammberger were able 
to perform more than 2500 endoscopic procedures 
without any serious complications, still significant 
complications may occur even in expenenced hands. 

The possible complications are: 

Minor 

♦ Synechiae 

♦ Periorbital hacmatoma 

♦ Subcutaneous Orbital emphysema 

♦ Epiphora (Nasolacrimal duct injury) 

♦ Closure of antrostomy (Natural ostia) 

Major 

♦ Haemorrhage 

♦ CSF leak 

♦ Blindness 

♦ Visual distrubance 

Complication rates vary from 0 to 22% and appears 
to be a direct correlation with the skill and expenence 
of the surgeon 
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Current Blood Transfusion Practices in India & JSafety of Blood 


R.N.Makroo, V.Raina _ 

Profile of Blood B anking in Indio 

There is a wide gap between the generation capacity 
of blood and its demand in our country. India has an 
estimated demand of 6 million units of blood annually. 
All the blood banks of the country put together are not 
able to generate more than 3 million units annually. 
This gap between the supply and demand of blood and 
blood products has increased markedly dunng the last 
few years because of the availability of specialised 
medical services like transplant surgery, cardiothoracic 
surgery and medical & surgical oncology etc., at various 
centers in our country Unluckily the advancement in 
blood transfusion services have not kept pace with the 
progress in the rest of the medical disciplines. 

The country does not only suffer from quantitative 
shortage of blood but also there is a very urgent need 
to improve the overall quality of the blood and blood 
products that are generated. The commercial donor 
system which has well known lacunae and has long 
back been abandoned by the developed countries is still 
rampant in our country In Japan after switching from 
the paid donors to Voluntary donors the incidence of 
post transfusion hepatitis (HBV) fell from 50,9% to 
16.2% 1 

The transfusion services in our country are mainly 
hospital based and are poorly organised with a diverse 
management system While most of the blood banks 
are being run by the state and central Govt hospitals 
and the Indian Red Cross Society, many others are run 
by private hospitals and commercial agencies Blood 
banks in Indian are governed by the Drug and Cosmetics 
Act and accordingly all the blood banks need to be 
licenced by the Drug Controller authorities. Out of a 
total of 1401 blood banks in the country 596 are not 
even licenced. 2 Majonty of the unlicenced blood banks 
(82%) are in govt, sector 2 These blood banks are 
unlicenced because of lack of infrastructure, inadequate 
equipment or want of trained manpower in these centers 

Most of the blood banks at the district level do not 
even merit the label of a blood transfusion centre. They 


are having Walking Donor programmes with almost 
no blood in the quarantine phase at the blood bank 34 

The Principle of Good Manufacturing Practices 
(GMP) 

The Principle of Good Manufacturing Practices 
(GMP) are as much true in the production of safe blood 
and blood products as they would be anywhere else 
The safety of blood revolves around three main points 
i.e. safe donor, GMP and appropnate use of blood 
Safe and healthy blood donor is a pivot for safe blood 
transfusion practices. The production of good and safe 
blood/blood products is dependent on the availability 
of safe donors and extensive screening of the blood 
from these donors. In case either of these i .e. the raw 
matenal (Donor) or the processing (screening) etc 
procedures is compromised with, it would naturally 
result in an unsafe blood products. 


Good Raw 





Material 

+ 

Good Processing 

O 

Good End Product 


(Dollar Factors) (Screening) (Good Quality Blood/ 

Blood Components) 


In India approximately 35% of blood is still being 
collected from the paid donors. 3 - 4 It has been found 
that the incidence of HBV and HCV infections in 
commercial donors is far higher than in the voluntary 
blood donors and as such provide unsafe blood 


Paid Donors 

I* 

Even With Best 

<■ 

Unsafe Blood 



Screening Procedure 


Products 


(Unsafe raw matenal) 

Contrary to our expectations the HIV infection 
prevelance in replacement donors has been reported to 
be higher than in the professional donors. 5 (Table 1) In 
all probability this is due to the following reasons: 
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rrjjTTi Elisa Sero reactivity in different blood donor 
‘ a categories (per 1000 samples screened) 

1989-1 995 in Delhi. _ 


Cites 0 * J 98 ? 

Voluuury 0.63 

sr 

Profegoo * 11 - 50 


1990 

1991 

1992 

1993 

1994 

1995 

0.45 

1.9 

3.03 

3.87 

564 

5.73 

0.50 

1.9 

5.24 

748 

8.22 

6.43 

0.90 

1.3 

3.28 

3.76 

3.95 

4.1 


1 Rejection of the HIV reactive donors by the 
organisers of the commercial blood banks who 
happen to recognise the HTV reactive professional 
donors in their area of operation (vicinity). 

2 Professional donors being presented at the Govt 
and voluntary blood banks (e g. Indian Red Cross) 
in the guise of replacement donors 

In India less than 5% of the total blood collected is 
subjected to the blood component prepration. Attempts 
at increasing the ways and means of components 
prepration at least in the medical colleges and major 
institutions of the country would help in bndgjng the 
gap between the supply and demand of blood This 
would also ensure appropriate use of blood 

Availability of safe blood and blood products is a 


prerequsite for the improvement in the health care 
system of our country and-a strategy aimed at rendering 
the blood safe needs to be framed. 


Blood Transfusion and Hepatitis Infections 

There are about three hundred million Hepatitis B 
cames and about one hundred million Hepatitis C 
carries on our planet 1 Unfortunately most of the 
hepatitis earners are not even aware of their earner 
status. As blood transfusion forms a significant mode 
of spread of this dreaded disease, proper and extensive 
screening of blood and its products for markets of these 
infections would go a long way in decreasing the 
morbidity and mortality associated with this disease. 

Table -II Methods for the detection of HBs AG in order 
of sensitivity 
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The prevelence of HBsAg positive in blood donors 
in the developed countries varies from 0 1 to 1% 6 The 
prevalance of HBsAg positively in blood donors 
reproted from different parts of India ranges from 0.4 
to 22.1%. 7 The prevalence of HCV antibodies in blood 
donors in western countries varies from 0.4 to 1.5%.* 
The prevalence of anti HCV in Indian bood donors has 
not been studied extensively but as per some reports 
the prevalence of anti HVC varies from 0 8% - 3% in 
voluntary and replacement donors. 8 

In order to reduce the risk of post transfusion 
hepatitis, screening for HBsAg was first of all attempted 
by Okochi et al. at the University to Tokyo Hospital in 
December 1968.* Donated blood was screened by 
immunodiffusion techniques for the presence of 
Hepatitis B surface antigen (HBsAg) Since then a 
number of test procedures have been developed to 
screen the blood for the detection of HBsAg 8 

Table II shows the various methods for detection of 
HBsAg and their relative sensitivity. Currently the most 
sensitive and widely used tests used for the detection 
of HBsAg are based on ELISA principle However the 
district level blood banks having Walking Donor 
programme mostly use insensitive rapid screening test 
like Latex Agglutination test for rapid screening of 
HBsAg. Such time saving testing procedures often miss 
large number of HBV cases because of their low 
sensitivity and thus the infection gets transmitted 
through blood to the unlucky patients 9 

Even after using the most sensitive screening tests 
for the detection of HBsAg on blood from voluntary 
donors, HSsAg negative units have been found to 
transmit the hepatitis B virus infection 1 2 * * * Extensive 
studies have shown that the exclusion of blood units 
with isolated high titre of anti-HBc (even when HBsAg 
is negative) were effective in markedly 

Table-m Prevalence of Hepatitis Makers (HBsAg, 
Anti HCV & HBc) in Blood donors at 
Indraprastha Apollo Hospital (Feb-Oct 1996) 


Test 

Immunodiffusion (I.D.) 
lramunoelectro-osmopheresis (IEOP) 

Passive haemaggjutination Complement fixation 
Latex agglutination (L.A) 

Reverse pasave haemagglutination (RPHA) 
Chromatographic Immunoassay (CIA) 

Enzyme Immunoassay (EIA/ELISA) 

Radio Immunoassay (RIA) 


Sensitivity 

Low 

Infectious 

Makers 

No of donors 
Secreened by ELISA 

Poanve/Reacnve 

%age 


HBs Ag 

5790 

122 

2 1% 

Moderate 

Ann HCV 

5790 

47 

0 81% 

Hu’h 

Ann HBc 

5060 

545 

10 77% 
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reducing the chances of posttransfusiuon Hepatitis B. 1 
This fact led bloodd bankers to uicorporate other rparkrs 
of HBV infection (Like Anti HBc, HBV DNA etc.) in 
the donor screening protocols. 

Even after rejecting all professional donors or those 
with history of Jaundice in the past five years at the 
Department of Transfusion Medicine, Indraprashta 
Apollo Hospital, New Delhi, the prevelence of HBs 
Ag, Anti HBc (IgG & IgM) and anti HCV is about 
2.10%, 10 77% & 0.81% respectively amongst the 
healthy blood donors. (Table UT) 

Application of anti HBc (IgG & IgG ortho anti HCV 
(recombinant C22-3 & C200 and NS5-ortho) tests in 
addition to the routine screening of blood units for 
presence of HBsAg (ELISA) is probably responsible 
for almost total exclusion of post transfusion Hepatitis 
in multiple transfused patients in a study of 50 cases 
who received 5-15 units of blood/blood components 
and were followed up for 3 to 6 months at our centre 
None of the patients has shown any evidence of hepatitis 
B infection till date and the study is in progress 

However the report incidence of post transfusion 
Hepatitis in multiple transfused patients from vaious 
othewr centres in the country is starting and ranges 
from 18%, to 30%. 

The study from indraprashta Apollo Hospital, New 
Delhi and expenence from other centres the world over, 
has clearly demonstrated the drastic reduction in post 
transfusion Hepatitis cases in multiple transfused 
patients following incroporation of screening for the 
presence of antio HBc and anti HCV in the blood 
screening protocol This calls for immediate Iegisiation 
for the inclusion of screening of blood donors for anti 
HBc and HCV in our national health policy 

Blood transfusion & HIV infection 

Just a decade back the first AIDS case from India 
was reported in May 86 at Bombay. Since ten more 
than 2955 cases have been reported till Sept. 1996 from 
different parts of India 10 The sero positivity rate of 
HIV which was only 7 per thousand in May 1995 has 
risen alarmingly to 16 1 per thousand in Sept 1996 11 
This calls for stessingto strengthening the HIV testing 
procedures through the ZBTC and blood banks which 
have facilities for HIV testing 

Safe blood transfusion has gained special 
significance dunng the recent years because of HIV 


infection. Blood donors constitute the third main source 
of HTV infection in our country. Screening of the 
donated blood for HTV Infection has gamed momentum 
because of following reasons> 

1 The efficiency of HTV infection throught HIV 
infected blood is over 90% 

2 Screening of blood for HIV can eliminate this mode 
of infection to a great extent. 

Screening of blood for HIV antibodies prior to its 
transfusion is legally mandatory For this purpose the 
Govt of India has establised 154 Zonal Blood Testing 
Centre (ZBTC) all over the country. 12 All the blood 
banks of our country irrespective of their management 
are linked to a nearby ZBTC, where they are supposed 
to send blood samples from all the donated blood units 
for HIV antibody screening The ZBTC in turn 
communicates the results of screening to the blood 
banks on the same day. Any blood found reactive for 
HTV antibody is discarded by the blood bank preferably 
by incineration. 

Presently no emphasis is given on Western Blot 
confirmation or donor tracing as the pnmary aim is to 
ensure the safer blood free from HIV for transfusion. 
However it is important that th*e donor who are reactive 
should be councelled as per the existing norms. 

Screening Method: Detection of antibodies to HIV- 
1 & HIV-2 is an accepted method for the identification 
of HTV infected blood. 

The main screening assays for the detection of HIV 
antibodies used in India are - 

* Enzyme linked Immunosorbent Assay (ELIS A/EIA) 

* Specialised Rapid Assay 

Following points are to be kept in mind while selecting 
the most appropriate assay for use: 

* High Level of sensitivity and specificity 

* Simplicity of test 

* Long shelf life at ambient temperatures. 

* Cost effectiveness 

* Suitability for different situations 

* Availability 

* Subjective/ Viual reading 

The sensitivity and specificity are the two basic 
factors in determining the quality of test kit. 
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^ in view the present status of blood 
^'on services in India which are mainly hospital 
th depen dance on replacement & commercial 
It is essential that HTV antibody screenmg 
b blood transfusion should be strictly followed The 
fot b b)o0 d banks situated in mam cities and Medical 
^\ T es having blood collection more than 15-20 units/ 
^should use ELISA based assays for HIV detection, 
W ef should also have the provision for some 
h ° W T^st kits to tide over the emergency situation. 
^Small Blood Banks having blood collection less than 
ynits/day should use specialized rapid test kits of 
sensitivity & specificity. It is important that the 
'dtest kit used should be able to differentiate between 
uiV-1 & HTV-2 & between negative & invalid result. 
W Since HIV testing for antibodies can’t provide 100% 
tee Q f Hiv status it is important that all blood 
^tres should depend upon safe blood supply from 

voluntary non-remunerated blood donors 


Suggested Strategies for Overall Increase in Blood 
Safety 


1 Improving the quality of the donor pool by 
promoting voluntary non remunerated donors and 
aggresive measures to prevent professional donors 
from donating blood. 

2 Predonation Screening viz health history interview 

3 Donor deferral procedures. 

4 Donor education & counselling 

5 Promoting the use of blood components in order to 
have appropriate and rational use of blood 

6 Use of highly sensitie and specific tests for the 
detection of HBsAg (eg 3rd generation ELISA 
tests). 

7 Incorporation of the screening for Anti-HBc and 
Anti HCV in the blood donor screening program 


8. Screening of donated blood for HIV antibodies by 
highly sensitive & specific test kits 

9. Good Manufacturing Practice (GMP) for blood 
fractionation and incorporation of virucidal 
technology (Solvent detergent technique) for viral 
inactivation. 

10.Strict application of drugs & cosmetic rules (Act) 
in blood transfusior services 
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Prostate Specific Antigen (PSA) - A Review 


Akash A Shah MBBS; Baldeev S. Wazir MS; Mustaq Siddiqui Ph.D.; Hamid Ullah Shah MD; 


Prostate specific antigen (PSA) identified in 1972 
and finally isolated and purified in 1979 is a 
glycoprotein with a mol wt of 30Kd,' which is almost 
exclusively secreted by epithelial cells lining the acini 
and ducts of the prostate gland and only a negligible 
proportion is derived from the penurethral glands. 2 

Functionally PSA is a kallikrein with a serine 
protease activity, that acts on seminal vesicle coaguJum, 
as a substrate, so liquifying the semen after ejaculation ' 
Its half life is 2 2 -3 2 days 45 

A sensitive radioimmunoassay (RI A) detects serum 
levels as low as 100 pg per 100 ml Male patients who 
had undergone radical prostatectomy and female 
patients have no detectable serum levels of PSA 
Greater than 90% of normal men have detectable serum 
levels of PSA (1 1+0 7 ng/ml) and the normal range 
for men is less than 2 5 ng/ml 4 

PSA. a prostate specific tumour marker, is useful 
for screening diagnosis, staging, prognosis, for 
following response to treatment and for identifying 
recurrent disease in prostatic carcinoma *’ 10 

PSA is a very sensitive marker for prostatic cancer, 
since 96° o of patients with very early stage lesions and 
I00°o of patients with more advanced disease have 
elevated serum levels of PSA However 86% of patients 
with benign prostate hyperplasia (BPH) have moderate 
elevationof serum PSA levels limiting its ability as a 
screening test for prostatic cancer 1 

The level of serum marker may also increase 
following prostatitis, prostatic infarction, trauma like 
prostatic biopsy and transuretheral resection, prostatic 
massage, cvstosocopy and chronic retention with 
indwelling catheters , n 

PSA has also been used medicolegally for semen 
detection dunng rape investigations 12 

There are mainly two methods for estimation of 
PSA 


1. Yang polyclonal RIA and 

2. Hybritech monoclonal RIA also known as 
Tandem RT- PSA assay hybritech. 

The proposed normal range of PSA is <2.5 ng per 
ml for the Yang polyclonal assay and <4 0 ng/ml for 
the Hybntech monoclonal assay. 13 

It is also observed that on an average 1 gm of BPH 
tissue increases, the serum PSA concentration by about 
0 3 ng per ml whereas 1 gm of carcinoma prostate tissue 
has been estimated to mcrease its concentration by about 
3.5 ng/ml. 14 

Serum levels of PSA are merely a reflection of the 
number of prostate epithelial cells present Representing 
prostate epithelial cells by prostate volume, prostate 
specific antigen density (PSAD) is calculated by 
dividing serum PSA value by prostate volume Mean 
calculated values of PSAD for carcinoma prostate and 
BPH are thought to be 0 58 and 0 004 respectively 
(p<0 002). PSAD is a more specific and sensitive 
indicator than PSA levels 15 

There are various reports that PSA levels vary with 
age, race, season etc. but it is too early to comment on 
these factors due to lack of sufficient studies ,6 P 

PSA, as a tumour marker, is superior to prostatic 
acid phosphatase (PAP) in all aspects of prostatic cancer 
like screening, diagnosis, followup and prognosis of 
patients with or without metastasis and local spread 
either having undergone surgery or on other modalities 
of treatment . 1819 20 

PSA assay is simple, readily accepted objective and 
economical approach to the detection of prostatic 
carcinoma, in addition, being more sensitive and 
specific than any other prostate tumour marker 1X21 

Although it also has some limitations like, it is time 
consuming, labour intensive, lacks specificity, has no 
definite correlation to tumour mass, is bound to 
antichimotrypsive and is absorbed by macroglobins 22 
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Non-Psychiatric Clinician's attitude towards 

Psychiatric disorders and psychiatric patients: A survey of 71 experts 


Mushtaq A hmad Margoob M. D .. Taha Mustafa 

Abstract: A survey of 71 expert non-psychiatric c/ini cans was carried out to find out their attitudes towards 
psy chiatric disorders and psychiatric patients by administering a specially designed comprehensive proforma 
which recorded demographic characters, attitudes as well as psychiatric training and its practice by these experts 
Majority' of the clinicians were of the opinion that psychiatric disorders are inherited, can occur in any person 
haxing stress, are treatable. They had positive attitude towards psychiatric illness but showed more social distance 
with mentally ill persons. Results are discussed and their implications are highlighted. 


Key words: Non-psychiatric clinicians, attitude, psychiatric disorders, psychiatric patients. 
JK - Practitioner 1997; 4 (3): 165-168 


Introduction 

There is a considerable evidence at present that a 
sizable part of the population who seek help in general 
health services do not have any physical illness but 
have emotional disorders' -. Around 15-50% of patients 
attending various medical care settings suffer from 
psychological disturbances which often remain 
unrecognized leading to unnecessary hardship on the 
part of patients ‘ Degree of awareness of clinician about 
psychiatric morbidity in their patients and their attitude 
towards psychiatry are of significant importance in the 
proper management of different ailments. A general 
practitioner and a non-psychiatric expert has to 
shoulder much of mental health responsibility, there 
being so few psychiatrists * This is particularly true in 
developing countries where patients with psychiatric 
problems in medical/surgical practice are more likely 
to be seen by non-psychiatnc clinicians compared with 
the west 5> Misconceptions and prejudice about mental 
disorders aie common not only in general population 
but also among administrators, planners and even 
among health persons The general practitioner and 
expert non-psvchiatric clinicians form the most 
important group whose attitude regarding mental 
illness, and place of treatment would effect the attitude 
of general public and specially of family members of 


the mentally ill 

The author undertook the present study with the 
object of finding out the attitude of expert non- 
psychiatnc clinicins towards 

i) Psychiatric disorders, and 
n) Psychiatric patients. 

Material and Methods 

A questionnaire was specially designed for the study 
The questionnaire consisted of vanous items devisiable 
into nine groups The first group consisted of the items 
referring to the frequency of psychiatnc morbidity, 
opinion of clinicians regarding causing of psychiatnc 
crisis The *econd group consisted of nine items 
referring to clinicians methods of treating psychiatnc 
disorders The third group consisted of six items 
covering different aspects of psychiatnc items such as 
reasons, and frequency of referral sought by clinicians 
in their patients having psychiatnc disturbances The 
fourth group of items referred to the opinion of 
clinicians about the adequacy of under-graduate 
psychiatnc training that they had The other question 
groups included the opinion regarding physical/reactive' 
un-explained causation of psychiatnc morbidity and 
the attitude of clinicians towards psychiatnc patients 
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total number of 134 clinicians who could be 
^ l fcd were requested to return the filled up 
C ° nta «maire without any further reminder The doctors 
qUCSU contacted again if they did not return the 
W 'nrmaire within one month One more request 
qUCStl requests in total) were made to return the filled- 

^ Questionnaire. 

V finding about the clinician's attitude about the 
evdiiatric disorders and psychiatnc patients is reported 
P s> ^ r esults about the practitioners training in 
hC *!diiatry. its practice and management of psychiatric 
J^iTis being reported separately. 


Out of 134 non-psychiatric expert doctors who could 
contacted, 71 returned the questionnaire forming 
Iponse rate of 53 percent The majority of the experts 
f ho cooperated and returned the questionnaire were 


the faculty members of Government Medical College, 
Snnagar which also included three retired, renowned 
clinical professsors of the College still continuing their 
private practice The specialities of these practising 
experts were internal medicine (18), General Surgery 
(8), Obstetncs & Gynea (7), ENT (8), Orthopedic (3), 
Pathology (3), Anesthesiology (3), Radiology (2), 
Neurology (1), Pediatrics (5), Opthomology (4), 
Dentistry (5) and Anatomy (5) Most of them are also 
available privately to their patients at hospital off hours. 

Out of the total 71.58 (81 61%) clinician were male 
and 13(18 31%) were female 48 (67 6%) were above 
the age of 40 years. Most of the 51 (71.83 %) had been 
practising more than ten years. The opinion about the 
percentage of psychiatric patients in the clinical practice 
ranged from 1% to 15% with an average 
of 9.12% during 1985 and from 5% to 80% with an 
average of 24.94% dunng 1995. 


Table 1 : 

Attitude of Clinicians towards Psychiatric Disorders 

Response 


Table 3 : 

Psychiatric expert clinicians attitude towards 
psychiatric patients 


Yes 


No 


Etiology 

Psychiatric disorders 

1. Aro inherited genetically 

2. Are due to God's 

punishment 

3. Can occur in normal 
persons under stress 

4 . Can be caused by 
abnormal family or 
society 

5. Can be caused by poor 
living conditions 

Table 

Attitude of Clinicians 


Psychiatric disorders 

1. Are unbeatable 

2. Are serious illness 

3. Can be treated by spiritual 
or traditional faithhealers 

4. Can be improved if patient 
is left alone and nothing is 
done to him 


S. 

No. 


26 (36.62%) 

45 (63.38%) 

1 . 

04 (5.63%) 

67 (94.37%) 


68 (95.78%) 

03 (4.42%) 

2. 

47 (66.22%) 

24 (33.8%) 


30 (42.25%) 

41 (57.75%) 


Z : 

towards Treatment 

3, 

Response 


4. 

Yes 

No 


02 (2.82%) 

69 (97.18%) 

5. 

45 (63.38%) 

26 (36.62%) 


13 (18.31%) 

58 (81.69%) 


01 (1.41%) 

70 (98.59%) 

6. 


Question asked 

Response 

Yes 

No 

Do people around the 
mentally ill. tend to become 
odd or strange themselves? 

40 (56.33%) 

31 (43.67%) 

Would you employ an 
educated young person 
recovered from a mental 
illness as a secretary if the 
neod anses? 

39 (54.93%) 

32 (45.07%) 

Do you get irritated to see 
a patient with vague 
somatic complaints ? 

23 (32.19%) 

48 (67 6%) 

Is mentally illness an illness 
at aU ? 

62 (87.32%) 

09 (12.68%) 

Would you be against your 
close relative marrying a 
person fully recovered from 
a mental illness? 

29 (40.85%) 

42 (59 15%) 

Would you like to discuss the 


mental illness of your close 
relative with your friends ? 

30 (42.25%) 

41 (57.75%) 
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The observations and results regarding the clinicians 
responses to the items related to causes of psychiatric 
morbidity in their patients; their attitude towards 
psychiatric disorders and psychiatric patients are 
presented in table 1 to 13. 

Discussion 

In the present study, a substantia] proportion of non- 
psychiatric clinicians working in various teaching 
hospitals grossly under-estimated psychiatric morbidity 
in the patients, undiagnosed psychiatric morbidity both 
m primary care settings as well as in general hospital 
settings (both out patient and in patient) is responsible 
for prolonging the patient’s distress and illness, 
unnecessary investigations and hence, increasing the 
health care costs.’ Against an average percentage of 9 
dunng 1985 the average percentage of psychiatric 
patients in clinical practice dunng the year 1995 as 
reported by various clinicians was 25% This reported 
increase in psychiatnc morbidity during 1995 is in 
complete agreement with an earlier study of the anuthor 
which reported a ten fold increase in the number of 
psychiatnc patients in the psychiatnc OPD of the sole 
PsychiatncDisease Hospital of the Valley, within a short 
span of five years from 1990 to 1994, due to present 
prevailing conditions.* 

Another interesting vanation in the opinion about 
psychiatnc morbidity was that the younger and junior 
experts gave the lowest (0-5%) percentage of 
psychiatric morbidity whereas the senior most experts 
gave the highestf from 60 to 80%) psychiatric morbidity 
in their day to day clinical practice. The lower 
psychiatric morbidity reported by junior experts may 
be an indirect result of inadequate training in psychiatry 
in under-graduate medical curriculum in India. 9 The 
senior clinicians on the other hand due to longer 
expencnce, repeated interaction with psychiatric and 
increased exposure dunng their long practice to 
unexplained physical symptoms which are often 
indicator of common psychiatnc disorders like anxiety 
and depression are more aware of these possibilities 
and on a large number of occasions are able to recognize 
the hidden psychiatnc morbidity. 

While studying the attitude of the clinicians towards 
etiology of psychiatric disorders it was found that 
36.6% believed in partial or complete inhentance of 
psychiatnc disease, 95.8% accepted the role of stress 


JK - PRACTITIONIpd 
and 66.2% the role of abnormal family or society ln 
causation of mental illness. 42.25% attributed the 
psychiatnc illness to poor living conditions 5 6% 0 f 
clinicians believed that mental illness might also be due 
to God s punishment for sin or wrong doing About 
treatment, only 2.82 % practitioners believed that 
mental illness were unbeatable Majonty63 3% though 
mental illness as a senous illness and 10 3% showed 
faith in spmtual or traditional faith healers for the 
treatment of mental, illness Only 15% believed in the 
spontaneous cure of mental illness Our results are in 
agreement with the findings of Jaipur study, 10 which 
reported that majority of practitioners have positive 
attitude towards mental disorders 

While tapping the attitude of the clinicians towards 
mental patients, it was found that more than half (56%) 
of people around mentally ill tend to become odd or 
strange themselves. 55% doctors were quite 
sympathetic towards rehabilitating the mentally ill 
persons by giving them a job Majority (87%) of expert 
practitioners recognized mental illness as a disease 
entity and most of them (67.6%) denied any irntation 
seeing a psychiatric patient with vague routine 
complaints coming to them frequently 58% of clinicians 
refrained from discussing mental illness of a close 
relative or a friend with other persons probably because 
of the social stigma attached to mental disorders As 
far as the matrimonial aspects are concerned 41% of 
the clinicians were against having manta! alliance of 
their family members with the household of mental 
patients or with the patients himself This may be due 
to the knowledge of clinician about the inhentance of 
mental patients, in which they might have found it very 
difficult to establish rapport with them or to treat them 10 
The frequency marriage related problems in 
Schizophrenia have teen reported" to be 10 times more 
than that for the comparable general population In the 
present study attitude of expert general practitioners 
towards various aspects of psychiatric disease and 
psychiatric patients were found to be mixed There 
appeared to be a tendency of social distance with 
mentally ill persons. Positive or neegative attitudes 
depend upon how vanous aspects of mental illness have 
been perceived by the practitioner in his sphere of life 
as well as upon his previous training and knowledge of 
psychiatric patients in the present study were found to 
be the negative in a large number of clinical 
practitioners, 44% having social distance, 45% being 
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f ^-^ye towards their employment, 56.6% feeling that 
Die around mentally ill tend to become odd or 
Sge themselves. 

In order to have healthy attidudes of physicians there 
need to revise our training programme and improve 
,S ining in behaviour sciences in order to equip the 
hvsican who enjoys a key position in the total health 
^are of delivery system, to deal with patients as a whole 
The family doctor is truly a fnend, a philosopher and 
rjgjQ ^e family, not only for medical problems but 
also for personal, emotional and social ones 12 . On 
account of his reputed position and the respect which 
he commands in the community, his role in removal or 
jtigna for mental disorder could be invaluable provided 
fe* attitude towards psychiatry is befitting The most 
commonly observed apathy of generaly practitioner 
stems up from diffidence to understand and handle 
common psychiatric disorders in his work A trained 
physician has not only learned the knowledge base and 
techniques of the profession but also must confront, 
resolve and incorporate a number of significant 
attitudnal issues involved in becoming a skilled and 


effective physi a an. “Those issues encompass the ideals 
of balancing compassionate concern with dispassionate 
objectivity, the wish to relieve pain and distress with 
the ability to make difficult, often painful decision, and 
the desire to cure or control with the acceptance of the 
limits on what one can realistically accomplish.*’ 13 
Reinforcing positive attitude along with some training 
in certain basic psychiatric skills is likely to help general 
practitioners and non-psychiatric experts in providing 
effective relief to psychiatnc patients, particularly were 
there is such a paucity of psychiatric services This 
becomes all the more imperative at places like Kashmir 
where due to prevailing stressful circumstances, many 
hidden psychiatric ailments and conditions like 
somatoform disorders, post-traumatic stress disorder 
and other sequelies of catastrophic stress are likely to 
contine to baffle even the most experienced clinicians 
for quite a long period in future as well. 


We aclmowtedgo the gratitudo the cooperation of all the expert 

participants, for the present work thanks are also due to Dr. 

Huma. former House Physician. Department of Psychiatry for 

her help in distributing and collecting back some of the 

questionnaires. 
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Bile Composition in Patients with Cholesterol Gall Stones 


Abdul Majid Bhat M.S.; Syed Quainain MS; Omar Javied MS; N.A. Wani MS, FRCS. 


A bstract Cholesterol gall stones are formed when excess cholesterol precipitates out from bile, supersatur^d 
j! The . P ro f ucr,on of abnormal bile by liver is thought to be a physiochemical process of canal ,cular 

cells Cholesterol gall stones are prevalent in th,s part of country and in order to know the causa live factors b,le 

samples from common bile duct and gall bladder werre stud.ed in 2S pa,tens having cholesterol gall stones and 
compared to 225 control subjects. s s anci 

Hie bile salt, phospholipid and cholesterol ratio was significantly altered in patients with gallstone disease m 
compared to control subjects. The bile samples fell completely out of micellar phase as compared to control 
subjects when plotted according to method of Admirand and Small. 

Key words Bile; Cholesterol, Gall Stones 
JK Practitioner ; 1997; 4(3): 169-171 


Introduction 

One of the most intriguing aspect of gall stone 
disease is the varied geographical distribution not only 
in incidence but also the chemical composition of gall 
stones 

The highest incidence is reported in Pima Indians 
of North America in whom 70% of women have gall 
stones by the age of 30 years and same percentage of 
men have gall stones at the age of 60 vears ,A> . 

On the other hand people from Masai tnbe of East 
Africa apparently are free from gall stone disease*'* 

Various factors have been implicated to be 
responsible for gall stone disease from time to time, 
die significant among them are changes in biliary lipid 
composition, infection, stasis, inflammation and 
parasitic elements. 

Gall stone disease is a major health problem in North 
India and in Kashmir valley It is fairly common 
problem especially in middle age population. 

In order to understand the aetiopathogensis of gall 
stones it was trought imperative to study the 
composition of bile as one of the basic causal factors 
for gall stone disease 


duct from 25 patients having cholesterol gall stone 
disease were studied for bile salt, phospholipid. 
Cholesterol and were compared with 35 control cases 

The control cases were the patients who were 
operated in emergency for trauma or gunshot wounds 
and who had normal functioning gall bladder without 
any stones. 

The age group for both the studies was between 20- 
40 years 

2 ml bile was aspirated from gall bladder and 
common bile duct separately with a 24 G needle and 
sent immediately to laboratory for analysis by standard 
tests 

Cholesterol was determined by method of Liberman 
Burchad reaction as modified by Burke et al (1974) 
after extraction by ether-ethanol mixture °* 

Phospholipid was determined by modified Yound 
Berg’s method as inorganic phosphours. As lecithin 
contains 4% inoigamc phosphorus The reading was 
multiplied by 25 to get lecithin mg/dl (6) . 

Bile salts were determined as total cholesterol 
according to method of Sutor et al (1976) (?> The total 
bile salts were obtained by assuming that total cholate 
to bile salt ratio remains relatively constant at 1:2 5 
(Sjovall I960)*** 
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Material & Methods 

Bile samples from gall bladder and common b ile 
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Tabic 1. Composition of Bile Control Subjects (m M°/») 

Gall Bladder Bile 


Hepato Bile 


Cholesterol 
phospholopid 

Bile Salt 


Range 
9 9-311 
33.4-79.2 
82.1-218.5 


Mean + SD 
20.5 + 3.2 
56 3 + 12 2 
150.3 + 8 4 


Ratio 

T 

2.7 
7.3 


Range 
19-4 6 
4 5-9 1 
18 7-30.7 


Mean + SD 
2 3 + 1.6 
6 8+52 
24.7+5.2 


Ratio 

T 

10 7 
10 7 


Tabic 2. Composition of Bile patients with gallstone disease (m M%) 


Gall Bladder Bile 


Hepato Bile 



Cholesterol 
Phospholopid 

Bile Salt 


R esults 

Table 1 gives the mean and ranges of different 
constituents in gall bladder and common duct biles of 
control subjects. 

Individual bile samples revealed little differences 
in Cholesterol concentration but a significant difference 
in phospholipid and bile salt concentration (Table 2). 
Gall bladder bile revealed a 5 to 10 fold increased values 
both in patients with stones and control subjects and 
was attributed to concentration effect by gall bladder 
The over all ratio of bile salt, phospholipid and 
cholesterol was different in control and disease subjects, 
signifying an altered lipid balance responsible for gall 
stone formation. 

Significantly low ratio of bile salt cholesterol and 
phospholipid cholesterol was seen in patients having 
gall stones compared to the control subjects. 

The bile salt phospholipid and cholesterol ratio was 
not significantly different between gall bladder and 
common duct bile of same patients in both the groups. 

Discussion 

Cholesterol in human bile is maintained in a soluble 
form by bile acids and phospholipids in a specific ratio 
A change in this ratio leads cholesterol to fall out of 
miceller phase and precipitate as small concentrations 
ultimately forming stones (Small 1968) 9 . 


In table 1 and 2, the relative composition of 
cholesterol, phospholipid and bile salt was not different 
in hepatic and gall bladder bile of control subjects 
(Shaffer 1972). In case of bile samples of gall stone 
patients gall bladder bile shows decreased ratio of bile 
and cholesterol as compared to hepatic bile of same 
patient. Similar results were reported by (Small and 
Rapo 1970) (,) . 

The ratio between control and gall stone patients 
were significantly decreased indicating a deficient 
production of bile salts and lecithin by liver 

Nakayama et al (1971) analysed the bile of patients 
other than gall bladder disease and compared those of 
Japan with Sweden Which showed that Japan having 
low incidence of gall stone disease and an increased 
bile salt and phospholipid cholesterol ratio as compared 
to the Sweden. 

The low cholesterol and high bile salt was held 
responsible for gall stone disease in Japan The liver 
makes bile supersaturated with cholesterol and low in 
bile salt and phospholipid. This bile gives up its excess 
cholesterol which is out of solubility range getting 
precipitated as biliary concentrations. It has been 
postulated that canalicular membrane of liver is 
abnormally producing excess cholesterol and there is 
decreased conversion of cholesterol to bile acids and 
also decreased synthesis of phospholipids. (,0) 
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Unusual Presentation of Ascaris Lumbricoides 


Ishtiyak Ahmed Mir. MS, Nazir Ahmed Warn,F.KCS.'; Abdul Majeed Dar, MS ; Omer Javed Shah. MS; F/CS 


Abstract : 18 patients with unusual presentation of ascaris lumbricoides are reported. The worms were detected 
pre-operatively in 7 patients, intra-operatively in 4 patients and post-opera five ly in 6 patients. One patients 
underwent surgery and one died. 


JK Practitioner , 1997; 4(3): 171-173 
Introduction 

Gastrointestinal complications are the commonest 
manifestations of ascans lumbricoides The unusual 
presentations are usually benign, hence remain un¬ 
noticed and are rarely reported Migration of ova and 
adult worm of ascaris into peritoneal cavity, 
hepatobiliary system, respiratary tract and through 
drain sites has been well documented 

The present study was done to see the mode of 
unusual presentation in surgical patients during 
conservative treatment of ascarideal obstruction at 
laparotomy, post-operative and in some incidently. 

Material and Methods 

All patients managed for ascanasis were observed 
for unusual presentations. Nasogastric tube, respiratory 
tract and endotracheal tubes were checked in 
unexplained nasogastric tube blockade, sudden 
respiratory embarrassment and non-expansion of chest 
respectively. T-tubes, drain sites, Foley s catheter and 


drainage lines were thoroughly checked in all post¬ 
operative patients 

Surgical intervention if needed, morbidity and 
mortality were recorded 

Results 


Tabic-1 


Name of presaitaricn 

No of pauails 

1 Occlusion of nasogastric tubes 

06 

2 Blockage of T-tubc (fig 1) 

03 

3- Intrapcmonea] ascanasis 

02 

4 Ascaris through dram site 

02 

5 Ascans blockmg upper aid of • V.PAunl • 

01 

6 Ascaris through •*PVTD 

01 

7 Laryngeal opening blocked by ascaris 

01 

8 Endotracheal tube blocked by ascans 

01 

9 Blockage of Foley's catheter 
• V.P Aunt - VentriculqpmtoDcal Aunt 
•• PIVD = Pali ant vitellointestinal duct 

01 


Discussion 

Unusual presentation of ascaris lumbricoides are 
usually benign, but at times can be fatal, such as 
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blockage of laryngeal opening, blockage of 
ventriculoperitoneal shunt and intraperitoneal 
aS canasis. Our observations are in consistence with 
peuchtwanger (1961-62) and Khope ct al (1983) who 
also noticed blockage of nasogastric tube with ascans 
Iu mbncoides, blockade ofT-tube 
following choledochotomy which 
showed a filling defect. The 
patient was managed by 
continuous saline irrigation. In 
two patients the tube lumen was 
blocked by worms and dye could 
not be passed while doing 
cholangiogram Ascaris as the 
cause of T-tube blockade was 
confirmed after removing the 
tube Migration of adult worm 
from gut into CBD could be the 
possible cause in these patients. 

Ascairs in peritoneal cavity 
without any visceral perforation 
closely resembles with 
observation of Mathur et al (1975) 
who believes this to be due to 
pnmary intestinal ascanasis 
Adult ascans blocking upper 
end of ventnculopentoneal shunt 
was notice in one patient 



Fig. I. T-Tube Cholangiogram showing blockage 
of T.Tue by Ascan’s worn. 


arrest after repeated vomiting while intubating laryngeal 
opening was seen blocked by ascandes The patient 
could not be reviewed. Ascandes blocking laryngeal 
opening is in consistence with Talukdar et al (1980) 
Ascans lumbnocoids blocking endotracheal tube and 
causing respiratory distress is in 
accordance to case report of 
Hicholson et al (1989). The 
present case developed vomiting 
while extubating. endotracheal 
suction was tried but suction 
cannula could not be negotiated 
and chest expansion was not 
adequate Tube was dianged and 
it was seen blocked by round 
worm One patient had 
undergone loop colostomy for 
inoperable rectosigmoid judion 
growth. After about six months 
patient presented with increased 
frequency of micturition and 
faeculent smelling urine 
Colovesical fistula was 
suspected and patient 
cathetenzzed and saline 
irrigation started On 3rd day of 
admission patient developed 
retention of unne and even the 


Migration of ova or adult worm from pentoneal cavity 
could be the possible cause in this patient The patient 
who had undergone VP shunt, for congenital 
hydrocephalus two years back presented with subacute 
intestinal obstruction due to ascanasis. During the 
course of treatment he became drowsy, lethargic and 
had one attack of tonic clonic convulsion, After 
excluding electrolyte imblance, hyperpyrexia, acid base 
imbalance the patient was evaluated for patency of V P 
shunt Clinically the bulb of the shunt ws collapsed 
and the shuntogram done with a Conray-280 revealed 
blocked upper end of shunt. 

The patient was shifted to neurosurgical unit where 
he was operated. Adult ascans blocking upper end of 
shunt was seen. The patient showed uneventful 
recovery. Ascans through PVID has also been reported 
by Surendran et al (1988). The present case was 
operated for PVID One patient who was on 
conservative treatment developed cardiorespiratory 


irngation saline was retained in Foley s catheter was 
removed and it was found to be blocked by a big round 
worm The patient was operated, proximal segment was 
taken out as end colostomy and distal segment as 
mucous fistula. 

Conclusion 

It is hereby concluded that unusual presentation of 
ascans though uncommon and usually benign if noted 
or suspected should be treated immediately to prevent 
morbidity and mortality Also all patients should be 
routinely dewormed before surgery and those operated 
without dewormmg should be given anti helminthic as 
soon as possible 
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“Evaluation of Cell Mediated Immunological Reactivity in Patients of Head 
and Neck Malignancies.” 


Naim Manhas. MS . Abdul Majid Rather MS ; Abdul Ahad Sheikh MS., F/C5; 

Abstract: This study comprises of 51 patients with different histologic types of head and neck malignancies. All 
patients were tested to develop cutaneous hypersensitivity to 2,4-dinitrochlorobenzene (DNCB). 62.75 per cent of 
patients who failed to react to DNCB were inoperable or developed early recurrence. 37.25 per cent patients 
exhibited delayed cutaneous hyper sensitivity to DNCB and were free of disease for 6 months. A correlation is 
suggested between the inability to react to DNCB and the incidence of either inoperability, local recurrence, or 
distant me tas loses within 6 months of their follow-up. The T* and B' cell count did not show any significant 
change in these patients after treatment. 

Key words: 2,4 dmitrochlorobenzene (DNCB) cell mediated immunity', hypersenstivity 
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Introduction 

Malignancy, be it in any form has been of a great 
concern to the mankind, as it not only causes a morbid 
condition but sooner or later also ends up with human 
loss 

The cellular- immunity is one of the major 
surveillance system of the body and it has been noted 
that decrease in cellular immunological re-activity may 
be associated with spread or recurrence oftheneoplasbc 
process. 

With an aim to evaluate the role of the immunology 
in different malignant lesions of head and neck, the 
present study was undertaken in 51 patients diagnosed 
to be suffering from various malignant lesions of head 


«»nd neck The parameters evaluated were cell mediated 
immunity by using Dmitrochlorobenzene (DNCB) skin 
sensitivity test and penpheral “T" and “B' 1 lymphocytes 
estimation by Rosette method as devised by Catalona 
W.J.etal 1 

Material and Methods 

The study was conducted in 51 patients with head 
and neck malignancies, attending E.N.T. Department 
of S M H S. and the patients admitted in Radiotherapy 
Department of Institute of Medical Sciences Soura. 

These patients with head and neck malignancies 
were divided in three groups:- 


1. Patients without metastasis 

From the Department of Otorhinolaryngology (ENT) Govt Medical College, SMHS Hospital, Srinagar (Naim Manhas, 

A Majid Rather, Abdul Ahad Sheikh) 

Received March 1997 Accepted April 1997 

Correspondence to : Dr. Naim Manhas, Registrar, Department of ENT. Govt. Medical College, SMHS Hospital, Srinagar, Kashmir 


173 


Vol. 4 No. 3, July - September 1997 



IK - PRACTITIONER 


- 2 Patients with metastasis 

3 Patients with systemic metastases 


AJi patients were subjected to skin sensitivity test 
-inn I-Chloro-2,4-Dinitrobenzene for detecting the 
Hdav^ tyP e of hypersensitivity and estimation of T 
«B” lymphocytes in peripheral blood was done by 

gosette method 2 


ReJiilt 

All these patients with Head and Neck malignancies 

re subjected in vivo to tests to Dinitrochlorobenzene 
(DNBE) and in vitro by estimation of T an B 
vmphocytes by Rosette method 
7 Histologic tumor types studied were squamous cell 
carcinoma-3, adenocarcinoma-6, adenoid cystic 
carcinoma-3, malignant malenoma-2, basal cell 
carcinoma-2, germinoma, anaplastic carcinoma, 
pgpillary carcinoma, rhabdomyosarcoma and glomus 
body tumour-I each. 

Following sensitization only 37.25 per cent patients 
exhibited delayed cutaneous hypersensitivity to DNBC 

This group out of 51 patients who reacted to DNBC 
were treated by different modalities and were free from 
disease for six months. 

62.75 per cent of patients, who failed to react to 
DNBC were inoperable as they presented with fixed 
nodal metastases. 

TheT ceil count was also found depressed in patients 
with head and neck cancer and their levels did not 
significantly increase after treatment, which has been 
observed by Hilal et al 2 and suggested adjuvant 
immunotherapy should be given. 


Conclusion 

The majority of patients with malignant neoplastic 


disease, particularly with secondanes have a decreased 
ability to exhibit skin hypersentivity response of the 
delayed type. This observation may be of particular 
relevance to the usefulness of such skin tests as an 
important component of the pre-operative evaluation 
of the cancer patients? A positive skin test in such a 
lesion suggests a favourable outcome and implies the 
usefulness of an aggressive therapy to eradicate these 
tumors, on contrary, a negative test implies generally a 
less favourable prognosis? It may imply a need for 
combination therapy in such patients. It may also 
suggest that an aggressive surgical or radiotherapeutic 
measures may not be beneficial, since the chances for 
a successful outcome are dim, if cellular immunity is 
diminished 
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G.H. Hajim; Reeta Gupta; S.T.Hussain 


Abstract : Carbohydrate tolerance was assessed in 120 patients and 50 normal controls by standard glucose 
tolerance test and prednisolone glucose tolerance test. Protein g/ycosylation was assessed by measuring 
glycosylated haemolobin levels. It was found that 36.4% of psoriatics with grade III psoriasis had impaired 
glucose tolerance (GTT + PGTT) as compared to 6% of normal controls. The impairment of glucose tolerance in 
psoriasis appeared to be a result of the disease process rather than to be due to an increased association of 
psoriasis with diabetes. The glycosylated haemoglobin levels in psoriatics were in the normal range showing that 
impaired glucose tolerance in psoriatics did not result in an increase in potentially harmful glycosylation of 
proteins. 


Keywords : Psoriasis, glycosylated haemoglobin, Protien glycosylation. 
JK Practitioner; 1997; 4(3) : 175-177 


A number of investigators have reported a high 
prevalence of diabetes in psonatic patients i>2J but others 
have failed to find any association between psoriasis 
and diabetes 4 - 9 . In mild diabetes fasting blood sugar 
levels may be normal and the underlying abnormality 
in carbohydrate metabolism is revealed only after the 
patient is loaded with glucose and hence the use of 
glucose tolerance test for diagnosis of diabetes and 
impaired glucose tolerance is standard practice. 6 To 
uncover such latent defects, psonatic patients were 
subjected to standard glucose tolerance test and also 
cortisone tolerance test, which can detect case of latent 
diabetes 7 Rechardt and Lassus 1 administered 60mg of 
predinsolone to non-diabetic psoriatic patients and 
found that 28% of these had glycosuria as compared 
to 15% of non psoriatic controls. Bums and whitehouse 9 
reported abnormal glucose tolerance test in 8.7% of 
psoriatic patients while 38% had an abonrmal cortisone 
glucose tolerance test. In an earlier study Hajini et al ,# 
reported abnormal glucose tolerance in 14.3% of 
psoriasis patients and an abnormal prednisolone glucose 
tolerance test in 12.5% of those cases who had a normal 
G.T.T. They further noted that patients with abnormal 
glucose tolerance test and cortisone glucose tolerance 
test had severe (grade ID) psoriasis and this incidence 
of impaired glucose tolerance in severe (grade IH) 
psoriatics was much higher than the 2.4% incidence of 
abnormal glucose tolerance test reported in normal 


controls. 

The purpose of the present study was to further 
extend and darify the previously reported observations 
and also to investigate if the impaired glucose tolerance 
in psoriasis patients results in potentially damaging 
glycosylation of proteins as evidenced by increased 
amounts of glycosylated haemoglobin. 

Material and Methods 

120 psoriatic patients of both sexes and different 
ages attending skin O.PD. attached to S.M.H.S, 
Hospital of Government Medical College, Srinagar 
were the subjects of this study. 50 normal healthy 
subjects of comparable age and sex served as 
controls.Patients were categorised into four groups on 
the severity of their disease as follows: 

Gradel: Not more than 5 lesions all over the body 
involving less than 25% of body surface 
Grade II: Lesions more than 5 in number but not 
involving all the four limbs and trunk and less than 
50% of body surface. 

Grade ID: Plenty of lesions on trunk and all the four 
limbs and involving less than about 75% of body 
surface. 

Grade IV: Exfoliative psoriasis, almost whole body 
surface involved. 


The standard glucose tolerance test was 
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nned and results evaulated as per WHO criteria 6 

lone glucose tolerance test was performed after 
?**** 4 Q mg prednisolone as reported earlier' 1 . Blood 
0 v ‘ n * was estimated in venous blood by the 
^hotoludine method 12 . Glycosylated haemoglobin was 
0lth estimated using an automated haemoglobin Aic 
HA-8110 which quantitatively estimated HbA, 
d HbAlc using HPLC and methacrylic acid 
^Ihacryiate copolymer colum containing hydrophobic 
hydrophilic functional groups. 


nk |tf Vil l OlM 

In the presetn study diabetes mellitus was found in 

. 2 patients with psoriasis (grade ffl), i.e. 1.7% of 
h total of 120 patients. Glucose tolerance was 
bnormal in 4 patients (3.3%). of these 2 patients 
?. 7 o/ 0 ) had grade II psoriasis and 2 patients (1.7%) 
had grade IV psoriasis. Group-wise 3% of patients with 
artde n psoriasis and 50% of patients with grade IV. 
^oriasis had abnormal glucose tolerance (table I) 

In the individuals with normal GTT 3 of the normal 
controls (6%) had an abnormal PGTT results. 13 
psoriatic paitents (11.2%) had abnormal PGTT Of 
[hese 4 patients (3.4%) had grade U psonasis, 8 patients 
(6 9%) had grade ID psoriasis and 1 patient (0.9%) 
had grade IV psoriasis, 36.4% of paitents with grade 
ffl psoriasis and 50% of patients with grade IV psonasis 
had abnormal PGTT results (Table II)- 


Thus these was evidence of impaired glucose 
tolerance (abnormal GTT+PGTT) in 6% of normal 
controls as compared to 14 2% of psoriatic patients 
Of these 5.0% had grade II psonasis, 6 7% had grade 
III psoriasis and 2.5% had grade IV psoriasis 
Groupwise 9.1% of patients with grade II psonasis, 
36.4% of patients with grade ID Psonasis and 75% of 
patients with grade IV psoriasis had impaired tolerance 
as shown by abnormal GTT & PGTT results taken 
together (Table ID) The glycosylated hemoglobin levels 
in all cases of psoriasis were within the normal range 
and did not differ significantly from those of normal 
controls. 

Discussion 

Present study confirms that glucose tolerance is 
impaired in patients with severe psoriasis. This 
impairment appears to be a result of the disease rather 
than due to an increased association of diabetes with 
psoriasis and appears to increase with an increase in 
the severity of the disease. This is in accord with the 
previous finding of Ellis et al n that glucose tolerance 
improves in psoriatic patients after treatment with 
etretinate. Our finding of normal glucosylated 
haemolobin levels in all grades of psonasis suggests 
that the impaired tolerance does not result in any 
increase in potentially harmful glucosylation of 
proteins. 


Table I 

%age of abnormal GTT results in controls and psoriatic patients 
(figure in parenthesis refer to number of individuals). 


Group 


No. of individuals %age of %age of 

with impaired GTT Group Total 


A) Normal controls (50) 

B) Psoriatic patients (120) 


Grade I : 

(28) 

- 

Grade II : 

(66) 

2 

Grade HI: 

(22) 

- 

Grade IV: 

(4) 

2 


1.7 

1.7 


• The total number of individuals was 50 in case of normal controls and 120 in case of psoriatic patients 
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Table II 


%age of abnormal GTT results in controls and psoriatic patients 
(figure in parenthesis refer to number of individuals). 


Group 

No. of individuals 
with impaired PGTT 

%age of 
Group 

%age of 

Total 

A) Normal controls (50) 

3 

- 

60 

B) Psonatic patients (116) 

13 

- 

112 

Grade I : (28) 

- 

- 

- 

Grade D : (64) 

4 

6.3 

3 4 

Grade m: (22) 

8 

36.4 

6 9 

Grade IV: (2) 

1 

50 

0.9 


* The total number of individuals was 50 in case of normal controls and 116 in case of psonatic patients 


Table HI 


Impaired glucose tolerance (GTT+PGTT) in controls and psonatic patients 
(figure in parenthesis refer to number of individuals). 

Group 

No. of individuals 
with impaired tolerance 
(GTT + PGTT) 

%age of 
Group 

%age of 

Total 

A) Normal controls (50) 

3 

- 

6 

B) Psonatic patients (120) 

17 

- 

14 2 

Grade I : (28) 

- 

- 

- 

Grade II : (66) 

6 

9 1 

5.0 

Grade EH: (22) 

8 

364 

6.7 

Grade IV: (4) 

3 

75.0 

2.5 

* The total number of individuals was 50 in case of normal controls and 120 in case of psoriatic patients 
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. »Eradication of streptococcus has lead to complete clearance of lesions especially in acute forms of 
^bstr ac ^. s stu( jy wa s done with the same aim in mind, 200 patients ojpsoriasis, randomly selected entered 
P 501 * 051 ^ They were treated with ora! pencillin-V 1-2 gms/day 4 weeks. 

ibis stUa ^ su h s are excellent in acute guttate psoriasis (80% patients shown complete clearance), good in acute 
'Chon of chronic psoriasis (50% patients cleared completely and poor in chronic plaque psoriasis (Lesion 
t* acer ° in ]Q% patients only). We conclude that treatment with oral Pencillian-V is effective in acute forms 
cltar(M ce see 

in words : Proriasis, Pencillin 

IK practitioner ; 4(3) : 178-179 _ 


Mas00 d (MD), Sheikh Manzoor (MD) 


^r^7Meth°d S 
This study was carried out in dermatology 
Apartment of S.M.H.S. Hospital attached to Medical 
r lleae Snnagar, Kashmir. 200 patients of either sex 
randomly included in this study, 100 patients has 
*cute guttat psoriais. 80 patients had acute 
exacerbations of chronic psoriasis and 20 patients had 
chronic plaque psoriasis. In all in addition to routine 
investigations a preceeding history of sore throat or 
any skin infection was sought, throat culture was done 
and levels of antistreptolysin ‘O’ litres were estimated 
Patients were put on oral Pencillian-V 250-500mg 6 
hourly and treatment continued till 4 weeks or 
discontinued once lessions cleard. Emollients or bland 
local applications were advised in some cases 

Results: 

The results so obtained as give as under: 

Table 1: 



No. of 

pts 

Cleared Partial 

comple- nnprov- 
lely mart 

mcnt follow up 

Acute guttate 
psoriasis 

100 

80 

6 

4 10 

Aculc exacava- 
ti<n of psoriasis 

80 

40 

14 

20 6 

Chronic plaque 
psoriasis 

20 

2 

4 

10 4 


and 6% showing good response. In patients with acute 
exacerbation of chronic psoriasis 50% cleared 
completely and 17.5% showed good response. In 
patients with chronic plaque psonais only 10% patients 
showed lesion clearance. 

Discussion: 

Psoriasis is a genetically determined inflammatory 
and proliferative disease of Skin*. In recent past lot of 
stress is being laid on streptococci, as possible 
provocative fetor in psoriasis- guttate as well as chronic 
plaque type Winfield in 1916 2 reported treatment of 
psoriasis with tonsillectomy A Nyfors' et al 1975 
demonstrated improvement in two thirds and clearrung 
of one third cases of psoriasis after eradicating 
streptococci intonsills. Norlind* (1954), demonstrated 
raised ASO titres in 18 out of 32 cases examined 
Whyte 5 (1964), found abnormal ASO titres in 17 out 
of 20 patients with acute guttate psonasis. 

Tervaert W C (1970), was able to detect 
streptococci in throat of 80% cases wth acute guttate 
psonasis, 34% in acute exacerbations of chronic 
psonasis and 33% of chronic plaque psonasis Serlick 
et al (1986), demonstrated binding of streptococcal 
monoclonal antibodies to componants of keratinocytes 
William Rosenberg* (1986), have studied the effect 
of use of Rifampicin with Pencillin and Erthromycin 
in the treatment of 9 psoriasis patients with 
streptococcal infection who showed marked 
improvement after the treatment 


The results clearly indicate and excellent response 
in acute guttate psoriasis. 80% cleaming co mpletely 
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Kashmir is a cold country and people living here 
belong to a specific ethnic group which is different from 
rest of India Psoriasis is one of the common dermatoses 
afflicting this population Although throat cultures were 
done in all the patients and so was ASO titre estimated 
All the patients were put on pencillin irrespective of 
the results of throat culture and or ASO titres 

Our study clearly indicates the value of pencillin-V 
treatment cxpecially in patients with acute gutttate 
psoriasis and acute exacerbation of chronic psoriasis 
This is report of preliminary study earned out. We 
intend to follow up these up these cases for recurrence 
of lesions and try other therapeutic combinations in 
future, as pencillin alone is known not to completely 
eradicate streptococci. 
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j^J^niium- YAG Laser for Posterior Capsulotomy 


5 ajja<i S A 4S\ Nasti A.R MS, B Ahmad MS. 


- Neodymium - YAG Laser is widely used to perform discission of opaque posterior capsules, which is a 
A 5 £ can t complication of extracapsular cataract extraction. The complication of YAG Laser for posterior 
ulotonty range from transient rise in intraocular pressure to retinal detachment. We report the visual results 
pother effects of neodymium YAG capsulotomy in 100 eyes. 

v*i*vords : Neodymium YAG Laser, Posterios Capsulotomy, retinal detachment 
Mr 


I ( (practitioner 1997 ; 4 (3): 180-181 _ 

Introduction . 

Neodymium YAG Laser has been introduced as non- 

invasive method for discission of the posterior capsule, 
but the safety and efficacy of the procedure remain to 

be established. 1 

Subjects and Methods 

Neodymium YAG capsulotomy was performed 
ysing 7900 coherent neodymium YAG Laser in 100 
eves Bach patient underwent a detailed evaluation with 
special emphasis on best corrected visual acuity, slit 
lamp examination to assess the posterior capsule 
opacity, pre-laser intraocular pressure recording 
Following the procedure the visual acuity, intraocular 
pressure and slit lamp assessment were earned out at 
1 hour. 4 hours, and 24 hours after the procedure. The 
subsequent follow up depended on the ocular findings. 
The intraocular pressure recording were done by 
Goldmann applination tonometry 

Results 

Of the 100 eyes in which capsulotomy was 
performed, 52 eyes were pseudaphakic and 48 eyes 
were aphakic. The vision improved by 4 lines in 37 
eyes, by 3 lines in 22 eyes, by 1 and 2 lines in 14 and 
17 eyes respectively. The vision did not improve in 10 
eyes None of the eyes showed visual deterioration 


Intraocular pressure response to YAG capsulotomy 


Tout 

energy 

No of 
eyes 

No of eyes 
with normal 
IDP* 

eyes with* 
raised ID1* 
(mmHg) 

ID I’ could n*4 
be done 




20-29 

30-34 

40 


-50 

55 

31 

13 

5 

l 

3 

51-100 

25 

15 

5 

4 

0 

0 

101-200 

13 

7 

2 

2 

0 

2 

201-300 

5 

4 

1 

0 

1 

1 

300 

2 

1 

1 

1 

0 

0 

TOTAL 

100 

58 

22 

12 

2 

6 

• Intraocular pressure 


The post laser Intraocular pressure was less than 
20 mmHg in 58 eyes (58%) and more than 20 mmHg 
in 36 eyes (36%). Of the 80 eyes each of which received 
a total energy of less than 100 mj, 10 eyes (12.5%), 
showed a post laser intraocular pressure of greater than 
30 mmHg, whereas of the 20 eyes each of which 
received a total energy of more then lOOmj. 3 eyes 
(15%) showed a final intraocular pressure elevations 
were managed with oral acetezolamide alone or in 
combination with maleas te drops. In 6 patients because 
of non-cooperation, the intraocular pressure could not 
be measured 

Discussion 

Nd YAG Laser is being widely used for discission 
of posterior capsule Preliminary reports have shown 
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no loss of endothelial cells for as much as six months 
after YAG Laser use. 2 A number of complications like 
raised IOP. intraocular lens damage, rupture of anterior 
hyaloid face, retinal detachment, 3 cystoid macular 
edema and bleeding have been reported Glass 
intraocular lens has been shattered at moderate energy 
levels 

The vision improved by more than 2 lines in 73 out 
o£ ldO eyes Terry 2 reported pressure rise in 37 out of 
49 (75, 5%) capsulotomies Our senes reported a 
pressure nse in 36 out of 100 eyes (36%), Mehta 4 , 
reported 41 4% nse in IOP after YAG capsulotomy. 

The total energy6 used and the density of capule may 
not have significant relation to the extent of IOP nse 
(comparable to Arlo Terry's 2 senes). This is seen in 
our senes, where, the IOP nse is seen in 14% with less 
than 100 mj and in 19% with energy more then 1 OOmj 
One of our patients had pupillary block following YAG 
capsulotomy Arlo Terry 2 reported one such case in 49 
eyes. This patient after formation of antenor chamber 
with mydnatics. was managed by laser mdotomy No 
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serious vision affecting complications like 
haemorrhages, aseptic uveitis were encountered in this 
series. The lens pitting in 5 of the eyes with 
pseudophakos did not compromise vision in any of 
them Mehta 4 reported pitting of IOL (5pits) in 3,5%. 

In conclusion Nd. YAG capsulotomy is a relatively 
safe procedure Since significant post laser intraocular 
pressure, spikes can be encountered, monitoring 
intraocular pressure especially at 4 and 24 hours after 
the procedure is necessary, 
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lumour of the Testis 


i Af N D - Chowdhary, M.D. __ 

* To work out the incidence of yolk sac tumours of testis, a 12 year comprehensive study (1984-95) was 
^nducted from the available material and records of the patients. A total of 18 cases of Yolk Sac tumors were 
c0 \ g( j that occured in different age group. These included 9 cases of pure Yolk Sac tumors. Combination 
r* 00 comprised of 4 cases Yolk Sac with teratoma mature and immature, three cases of Yolk sac in combination 
^f'serrunoma, and two cases of Yolk Sac tumors combined with teratoma. Out of 9 cases of pure Yolk Sac 
wlt 1 fog 0 ccured in children and four in adults. Combined tumors, however, occured only in adults and old 

fyfflO’Ji J 
persons. 


gey Words : Yolk Sac, Tumour, Testis. 

jg practitioner ; 1997; 4(3): 182-185 ___ 

and eosin special stains like periodic acid Shiff, alcian 


Introduction 

Yolk Sac tumour of testis is the commonest germ 
cell tumor in age group of infancy and childhood 12 
White* in 1910, described a tumor in the testis of infant 
and called it “Carcinoma Myxomatoid of testis” 
^curing in infancy. Nomenclature of none of germ cell 
tumor has remained so confusing as that of Yolk Sac 
tumor. Schiller 4 called it “meso-nephroma ovarie". 
Kazancigil et al 5 labelled it Papilloendotholomia”. 
Magper et al 6 called it Adenocarcinoma with clear cells. 
Teilum 7 named it endodermal sinus tumor (Yolk Sac 
allantoic tumor) as structurally this tumor resembled 
theendoderm of Yolk Sac of rat’s placenta. Abell et al 8 
called it embryonal carcinoma. Collins and Pugh 9 called 
it Orchioblastoma. Mostofi 10 named it embryonal 
carcinoma infantile type and W H O. n approved name 
Yolk Sac Tumor. Mostofi 12 was first to describe this 
type of germ cell orign which was further certified by 
Teilum. 7 

Material and Methods 

Records, slides and blocks of 18 cases of Yolk Sac 
Tumors reported during last twelve years (Jan. 1984 
to Dec. 1995) in the Department of Pathology, 
Government Medical College, Snnagar and referral 
clinic of one us (A.R. Khan) were taken out and slides 
reviewed Wherever necessary fresh section were taken 
from paraffin blocks. In addition to routine hematoxlin 


blue and van Gieson were used 

Result: 

During the period under study 110 cases of testicular 
tumors were recorded out of which 18 cases had Yolk 
Sac tumor which included rune cases of pure and nine 
cases of combined form. 

Clinical-Pathological Summary: (Refer to table) 

A. Pure Yolk Sac Tumor: 

Eight out of nine case clinically presented with 
scrotal swelling and one of them had pain in testis as 
an additional complaint A four year old child had extra- 
scrotal presentation with huge abdominal mass, who 
was operated for small intestinal tumor, which 
microscopically proved, bilateral Yolk Sac tumor from 
bilaterally undescended testis (Testes were found absent 
retrospectively). Radiologically, metastatic deposit were 
demonstrated in three cases, lung in one case and 
paraortic nodal deposits in two. Six tumors developed 
in age group 1-4 years The age of other three cases 
was between 25 to 30 years. 

Gross: 

Size of tumor in Orchidectomy specimen vaned with 
smallest as 30x225x20 mm (case 3) and largest as 
100x100x70 mm (case 15) Tumors were confined by 
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tunica, light yellow on cut surface with extensive 
necrosis, solid and microcystic areas and muscinous 
feel 

Microscopic: 

Microscopic examination revealed vanous patterns 
including Reticular. Solid. Papillary. Tubulo-alveolar, 
Endo-dermal. 


sinus. 
Myxoid and Microcystic 
The microcystic, pure or 
in combination with other 
patterns was the most 
common 

B. Combined Tutnors: 

Seven out of nine cases 
presented with painless 
scrotal swelling. 

Remaining two cases 
presented with lump in 
lower abdomen In both 
these two cases-nght testis 
was absent since birth 
(cases 5, 13) Radiography 
showed metastatic deposits 


--- - r-tv/M 1 111QNF P 

immature with Yolk Sac tumor) 

In two cases tumor was necrotic and haemorrhage 
w,th occasional solid areas (Teratoma mature arid 
immature with yolk Sac tumor) 

Microscopic Ex amina tion 

Three microscopic groups were observed 


^*0-2 Yolk Sac tumor to show ondodermal sinus pattern. 
(Schiller-Dual bodies, arrow) H&E X 200. 

in para-aortic nodes in four cases, one of them (case 
No 2) having in addition 
metastasis in lung and livei 
as well Their age varied 
from 20 to 60 years 

Gross: 

These were larger tumors 
than pure Yolk Sac tumors 
with capsule intact and soft 
to cystic feel Size varied 
from 40x30x25 mm (case 
16) to 180x90x40 mm (case 
4) Cut surface revealed 
vanegated appearance. In 
three case solid lobulated 
yellowest area intermixed 
with necrotic and microcystic 
areas were seen (Seminoma 
with Yolk Sac tumor). 

Three cases revealed cystic 


F»g .1 Microphotography shows Yolk Sac tumor, having 
microcystic pattern, with intrcommunicating spaces lined with 
flattened epithelium H&E X 200. 


1 In three cases, areas of 
Yolk Sac tumor (described 
above) alternated with 
nests of monomorphic cells 
with delicate stroma having 
lymphocytic infiltrates 
(Yolk Sac Tumor- 
seminoma) 

2 In four cases in addition 
to Yolk Sac tumor there 
were glandular spaces lined 
by tall columner, pseudo- 
straitified and squamous 
epithelium 

Immature cartilage was 
seen m three and thyroid 
follicle in one case All four 
cases had foci of 
immature neuroblastic 
tissue (Yolk Sac tumor* 
Teratoma mature and 
immature). 

3 Two cases showed 
Yolk Sac tumor with a 
fairly 
good proportion of 
teratoma both mature 
and immature and 
typical seminoma (Yolk 
Sae turn seminan- 
teratoma) 

Discussion: 

The Yolk Sac tumor of 
testis is desenbed as a 
tumor with distinct 
morphology and age 


. ... - _ niuiyiiuiuKy ana aizt 

spaces and solid firm areas (Teratoma mature and distribution It has passed through a phase of confusec 
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clature and disputed histogenesis. 3 - 1 Tidum 7 was 
to identify that this was a tumor that 
V 7tu]a tes extra-embryonic membrance structures of 
rB ?Tembryo with a selective over growth of sac 
^Hoderm and extra-embryonic mesoblast and named 
er ^dodermal sinus tumor (Yolk Sac Allantoic tumor). 
Jlus concept was further supported by the study of 

pierce et al. 3 * 

It is widely agreed that Yolk Sac tumor of testis is 
♦he commonest germ cell tumor of testis in infants and 
childhood. 1 In adults it commonly occurs in combination 
jrith other germ cell tumors. 14 Occurance of Yolk Sac 
tumor of testis in adults has received little attention. 
Our study shows occurance of these tumors in all the 
ll<MT ip both pure and combined forms. Pure being more 


common in infancy and childhood and less common in 
adults and old age. Our observation of Yolk Sac tumor 
in 60 years old man supports the observation of Pierce 
et al who reported this tumor in 82 year old male. 
Wurster et al 15 in a similar study have found yolk sac 
tumor elements in 37 percent of teratocarcinoma of 
their series in adults. In all their cases the Yolk Sac 
tumor elements were combined with other germ cell 
tumor elements. 

Combination of Yolk Sac tumors with seminoma 
too, has not been paid much attention in literature. 
Young et al" 5 and Teilum 17 were the the first to report 
testicular seminomas in young adults with metastasis 
in spermatic cords that showed a combination yolk sac 
tumor and seminoma. Talerman 1 * reported similar 



C*e No. Biopsy No. 


Clinical Summary of 18 cases 

Age/side Clinical Presentation Histological Diagnosis 


1 

2. 


S-499/84 

2 L 

Testicular swelling 


S-996/85 

60 L 

Testicular swelling with 
pain since 7 days 

r 


S-1300/85 

4 B. L. U.D. 

Huge mass in abdomin 

4 


S-1544/87 

20 L 

Scrotal swelling 

5. 

6. 

7. 


S-109/88 

S-464/88 

S-196/88 

20 Rt U.D. 

25 Rt 

3 L 

Absent of right testis with 
lump in lower abdomin. 

8 


S-638/89 

3 Rt 

Rt scrotal swelling 

9. 


S-5J5/90 ’ 

3 L 

DO 

10. 


S-516/91 

35 

DO 

11. 


S-819/91 

35 

DO 

12. 


S-1552/91 

19 BL 

DO 

13. 


S-2076/91 

25 Rt 

Absent right testis with 
lump in lower abdomin. 

14. 


S-1577/92 

30 L 

Left scrotal swelling 

15. 


S-721/93 

1 Rt 

Right scrotal swelling 

16. 


S-1529/93 

28 Rt 

Do 

17. 


S-1222/94 

25 Rt 

Do 

18. 

S-1259 

Abreviations: 

20 Rt 

Do 


Rt 

- Right 

L - Left 

Sl - Seminoma typical 


BL 

P 

. Bilateral 
- Pure 

YSt - Yolk Sac Tumor 

UD - Un descended 


Y. S. T. (P) 

YST+Teratoma (mature) 
YST (P) 

Teratoma (M&I) with YST 
YST with St 

St with YST 
YST (P) 

YST (P) 

YST (P) 

YST (P) 

YST T. (M&TH-ST 
BL T(M and I) + YST 
T (M&T) + YST 

YST (P) 

YST (P) 

St+YST 
YST (P) 

YSt+St+T 


R - Teratoma 

MAI • Mature and Immature 
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combination in three cases Two of them had wide¬ 
spread metastasis at the time of diagnosis wheras in 
thnd case tumor was confined to testis with infiltration 
of cord. Commenting on tnese combination author 
relieved that their prognostic significance remains 
jnoredictiole Bielby, 19 believed that presence of 
eminoma in yolk sac tumors significantly modifies the 
behaviour of Yolk Sac tumors and improves the 
prognosis. While commenting on malignant teratoma 
undifferentiated (MTU) and malignant teratoma 
ntermediate (MTI) tissue referred as undifferentiated 
in t 'f-se tumors were in fact Yolk Sac tumors from which 
,a s iiniickly that other germ cell elements develop. 
’ .s 'was supported by the fact that even at its secondary 
sites, /oik Sac retain its character, rather than 
oirferentiating along other germ cell lines 20 Author 
juvocated the grading of mixed germ cell tumors 
according to the most malignant componant rather than 
nose oriented somatic tissue present. These were 
—ve' er some indications that within malignant 
r -cma intermediate (MTI) group (somatic tissue plus 
. r »k sac rumor) survival might be linked to the quantity 
of voik sac tumor present in the tumors. 
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Qfapw stic Laparoscopy as an AID to Gynaecology 


Bllque es Jameela MD\ Rahat Ara MD. 


~~wtract : 500 patients with various gynaecological complaints like primary and secondary infertility, obscure 
* ^ lC pain, primary and secondary amenorrhoea, dysmenorrhoea and suspected cases of ectopic pregnancy were 
P hiec ted to laparoscopy. 

sU J u terus was hypoplastic in 7.98%, rudimentary • in 1.16% and uterus dedelphys was present in I. 16 so. 

dence of myoma uterus among infertility patients was 5.8%. 13.9% had hydrosalpinx and 8.1% had pertituba! 
'^h ions 10.53% had simple ovarian cysts and 1.1% had bilateral chocolate cy st. Incidence of endometriosis 
€ '? 3% among infertility patients. Ch e Test revealed bilateral rubai block in i6.28% and unilateral block in 
S( q 47% Endo metrmm was proliferative in 10.47% secretory in 74.42% ana tubercular in 4.6% patients of 


11 er 60% patients with primary amenorrhoea had mullenan agenesis. The diagnosis of ruptured ectopic pregnancy 
as confirmed in 77. 7% patients with suspected ectopic pregnancv 

The complications were minimal and of minor nature, do mortality> was encountered. 

Key words : Laparoscopy, ectopic pregnancy\ mullenan agencies 

JK Practitio ner ; 1997\ 4(3) : 186-188 _. 

case of infertility, diathermy and Laser destruction of 


Introduction 

Laparoscopy is the technique of visualization of 
the peritioneal cavity by means of an endoscope 
introduced in the abdominal wall It has been used since 
long by the surgeon and physician for the elucidation 
of certain abdominal problems Gvnaecoiogic 
laparosocopy refers to the application of tins technique 
for the diagnosis of obscure pelvic disease. 1 

Philip Bozzani (1805) was the first to attempt 
visualization of the interior of urinary bladder. 
Laparoscopy developed into an effective diagnostic and 
surgical procedure principally by Kalk. 2 

The laparoscope is now a valuable addition to 
the gynaecological armamentarium for diagnosing 
conditions like infertility, primary and secondary 
amenorrhoea, endometriosis, congenital abnormalities 
of uterus and ovary, obscure abdominal and pelvic pain, 
2nd look operation after tubal reconstruction to evaluate 
tubal function and after medical treatment of 
endometnosi^ 

Apart From the Diagnostic value. Laparoscopy 
plays a major role in therapeutic techniques also These 
indications include sterilization of Fallopian tube by 
Fallope ring, Hulka clips or electrocoagulation, lysis 
of peritubal, periovarian and other pelvic adhesions in 


endometnotic lesions, aspiration of benign ovarian 
cvsts, removal of TUCD lying in pentioneal cavity after 
performation and retneval of ova for IV F and ET 

Unruotured ectopic pregnancy can be treated 
laparoscooicallv by aspirating the contents through 
fimbrial end or after giving a linear incision on 
antimesentenc border Methotrexate or PGF. cx can be 
injected locally into the sac to obtain trophoblastic 
destruction without nsk or systemic side effects '' 

Laparoscopic utenne nerve ablation (LUNA) can 
be done to relieve severe pain associated with 
endometriosis by dividing the uterosacral to cut die 
nerwes to sacral plesux. Laparoscopic hysterectomuy 
and Laparoscopic assisted vaginal hysterectomy are 
also being done with laparascope 

Materials and Methods 

300 patients attending the Gynaecological Out 
Patients Department at L D Hospital, Snnagar with 
vanous complaints were subjected to Laparoscopy 
Laparoscope was introduced into the abdomen after 
creating pneumopentoneum with the help of verres 
needle and insufflating CO, gas. A panoramic view of 
female pelvic organs and lower abdominal structures 
was obtained. 
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Results: 

1. The commonest indication for Laparoscopic 
examination was infertility *258 patients) followed 
by amenorrhoea (60 patients) and pain abdomen 
(48 patients). Some patients had more than one 
indication. 

2. The uterus was small or hypoplastic in 18 patients 
(6.98%) with infertility, rudimentary in 3 patients 
(1.16%) and uterus didelphys was present in 3 
patients (1.16%). Incidence of myoma among 
infertility patients was 5.8%. 

3. Tubes were pathological in 30 patients (11.63%) 
with infertility. In 3 patients (1.16%) tubes were 
matted to the ovaries bilaterally. Remaining 36 
patients (13.9%) had hydrosalpinx.21 patient 
(8.1%) had peritubal adhesions. 

4 30 patients (11.63%) with infertility had 
pathological ovaries, 24 patients (10.53%) had 
simple ovarian cysts and 3 patients (1.1%) had 
bilateral chocolate cyst. 

5. Incidence of endometriosis was 2.3% among 
infertility patients 

6 Dye Test revealed that 180 patients (69.7%) had 
bilateral patency of Tubes, 27 patients (10.47%) 
had unilateral patency of tubes and 42 patients 
(16.28%) had bilateral block 

7. Endometrium was proliferative in 27 patients 
(10 47%), secretory in 192 patients (74.42%) and 
tubercular in 12 patients (4.6%) of infertility. 

8. 9 Patients (60%) out of 15 with primary 
amenorrhoea had muJlenan agenesis/ dysgenesis. 

9. 6 patients (40%) out of 15 with dysmenorrhoea had 
endometriosis. 

10 The commonest cause abdominal pain was ruptured 
ectopic pregnancy. 

11 The diagnosis of ruptured ectopic pregnancy was 
donfirmed in 21 (77.7%) out of 27 patients with 
suspected ectopic pregnancy. Lapartomy was 
avoided in 6 patients (22.2%). 

12 The complications were of minor nature and 
minimal No mortality was encountered 

13.The hospital stay ranged from one to three days. 

Discussion: 

The origin of endoscopy may be traced to a 

description in the Babylonian Talmud. This document 

described the use of a lead fund with a bend mouthpiece 
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equipped with wooden dram pipe that when introduced 
into the vagina, permitted the first direct visualization 
of an internal organ the uterine cervix 5 

Bozzam (1805) of Germany was the first to attempt 
visualization of the intenor of a body cavity Jacobaeus 
of Stockholm in 1910 was the first to describe 
laparoscopy in human 

In 1969 Seigler et al performed laparoscopy on 1 44 
patients udner general anaesthesia with no resultant 
complication. In 50 of their patients the indication was 
infertility Other indications were abdominal/pelvic 
pain, primary amenorrhoea, dysfunctional uterine 
bleeding and adnexal mass. 6 

K. Sud and P Saxena (1987) reviewed 300 cases 
of diagnostic laparoscopy. In 105 cases the indication 
was infertility, amenorrhoea in 26, pelvic pain in 35, 
pelvic mass in 16 and suspected ectopic gestation in.' 

By using the technique orf laparoscopy the 
gynaecologist can solve many diagnostic problems of 
obscure pelvic disease. Laparoscopy is playing more 
and more important role in infertility and it should be 
done in all patients in whome no explanation is found 
on conventional evaluation. It provides valuable 
information regarding the size and extent of adhesions 
whether pcriovanan or peritubal, the course and 
condition of the tube and the anatomical relatiuonship 
between fimbria and the ovary. It can also detect any 
ovarian pathology Laparoscopy is now done as an 
initial procedure to evaluate a case of infertility The 
dye test performed during Laparoscopy provides 
remarkable advantage over hysterosalpingography in 
detecting patency of the tubes 8 

The only definitive way of comfirming the diagnosis 
of endometriosis is to visualize the deposits 
laparoscopically. Laparoscopy helps to see the 
Mullerian developmental defects in patients with 
amenorrhoea where examination of external genitalia 
and bimanual examinations is inconclusive. 9 

The high degree of diagnostic accuracy had enabled 
laparoscopy to spare many patients from exploratory 
laparotomy especially in cases with suspected ectopic 
pregnancy where clinical methods fail to establish a 
definite diagnosis. At the same time the proceedue has 
value in avoiding unnecessary delay beofe needed 
surgey. Laparoscopy has 2 iso gained tremendous 
importance in diagnosing and treating unruptured 
ectopic pregnancies, this is more of value in those 
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atiaits where conservative method is to be adopted 
for retaining the child bearing capacity. 

Laparoscopy is a safe, simple procedure and entails 

very little discomfort to the patient 

According to A M.Seigler “Laparoscopy is the most 
effective technique for bridging the gap between clinical 
evaluation and major surgical exploration.” 

References: 

Stcptoe PC. Laparoscopy in Gynaecology. Recent 
Advances in Obstetrics and Gynaecology 1987 12:189-205. 

2 Clifford R- Laparoecopy and Tubal Sterilization. Te 
Unde’s Operative Gynaecology, Sixth Edition. Chapter 1985; 

17:411. , , . 

3 Lundorff P. Modem management of ectopic 

pregnancy- Early recognition. Laparoscopic treatment and 
Fertility prospects. Acta Obgstet Gynaecol Scand 1992 71: 


5. 


6 . 


Lindblom B.. Kallf.lt B. Local ProaU«ta«djn F,« 
injection fot terrmnahoo or ectopic Pregnmcy. Lancet.. 1987, 

Senfilipeo IS. and Levine R_L 

Laparoscopy. Opetetive Gyneecnlog .0 Endoscopy Chapter 

1989- 1- 1-15 

Soigl'er AM. and Beteuyl KJ. L*P*'°~°P* “ 

Obstetrics snd Gynaecology 1969 . 34(4) Ji 
Sod K.. Mdn R.. Sea one P and Thankut Krurd.sh ^Andyss 
of 300 Diagnostic Laparoscop.cs The Journal of Obstetr.cs 
and Gynaecology of India 1987; 37(1). 156- 

Wood Gary P. (Nov. 1983) Laparoscopic Examination of the 
normal infertile Women Obstetrics and Gynaecology 62(5). 
642-643. 

Sholapur Malati L. Primary amenorrhoea-A 
Clinical and Laparoscopic study. The Journal of Obstetrics 
and Gynaecology of India 1986; 36(6) : 1052-1054. 







189 


Vol 4 No 3, July - September 1997 





JK - PRACTITIONER 


mdadequacies in the customary diet. Our study has 
revealed that in the 0-1 year age group milk was the 
main food consumed, being about 800 gm for males 
and 792 2 gm for females. Milk consumption showed 
a progressive decline with increasing age, giving place 
to progressively increasing consumption of cereals and 
pulses besides other culturally appropriate food items 
(Table III) 

The average intake of nutrients by children is 
reflected in Table III, which shows that children in the 
3-6 vr, age group arc somewhat deficient regarding 
their calorie intake whereas the protein intake is 
adequate or even in excess of their requirements 1011 . 

As was correctly pointed out at the Unicef- 
sponsored “Workshop on Better Child Nutrition in 
J&k”, convened by the Department of Social & 
Preventive Medicine, Government Medical College 
Srinagar in April 1984, in the past there have been 
no serious attempts to collect nutritional data on 
children in our state excepting some work by certain 
scholars or postgraduate students. In view of the 
profoundly optimistic data, revealed by our study, 
many such studies in urban, rural and tribal areas 


are needed to asses the changing face of nutrition 

and malnutrition in our State 

References: 

1 Malik. Wahid-ud-Dio Inaugural address- "workshop on 
Better Child Nutrition in J&K*’ held by the Department of 
SPM. Government Medical College Srinagar, under the 
auspices of UNICEF; April 1984 

2 Press Information Bureau Nutrition for Child Survival & 
Beyond. Swasth Hind 1993. 37 (9/10) 225-6 

3 Gopalan, C Childcare in India- Emergency Challenges 
Swasth Hind 1993; 37 (9/|0) 221-4 

4 Matoo. G M & Imtiyaz All State of Child NutnUon in 
Reference to J&K. Souvenir. “Workshop on Better Child 
Nutirtion in J&K'\ Apnl 4-6. 1984. UNICEF, pg 36-8 

5. Singh. Lata Nutrition- The Right of Every Child Swasth 
Hind 1993; 37 (9/10): 241-2 

6 . National NutnbonMonitonng Bureau Report of Repeat 
Surveys conducted from 1988-1990. National Institute of 
Nutrition. Hyderabad: 1991. 

7 Tandon. B N Br Med J 1972; iii: 566 

8 Wateriow. J.C Br Med J 1972; iii: 566 

9. UNICEF. The State of the World's Children Oxford Uni 
Press/UNICEF; 1995. 

10. Nutritional Expert Group Recommended Daily Allowances 
for Indian Males & Remalcs; 1968. 

I1.ICMR. Recommended Dietary Intakes for Indians. 1981 


ANNOUNCEMENT 


International Symposium On Free Radicals in Medicine and Biology 

September 22-24, 1997 

at R.N.T. Medical College. Udaipur - 313 001. India. 

For more details contact any one of the Organising Secretaries: 

P.P. Singh Ph.D. and Ph.D. Deptt. of Biochemistry 

A. K. Pendse M.S. Deptt. of Surgery 

B. S. Bomb M.D. Deptt. of Medicine 
M.K. Barjatiya M.D. DNB Deptt. of Nephrology 

Conference Secretariat Address: 

Department of Biochemistry 
R.N.T. Medical College. Udaipur - 333 001, India. 

Telephone No. : 91-294-528811-19 Ext. 3124 
Fax No. : 91-294-526383 


191 


Vo) 4 No 3, July - September 1997 













activity of proteins. 

Our patient presented with spontaneous bacteial 
peritonitis and was found to have positive gram-stain 
of ascitic fluid for gram-positive bacillus which later 
on culture proved to be listeria monocytogenes A 
careful review of English-language literature revealed 
that our case was only the second one in which gram- 
stain was positive for listeria, first one was reported 
by H Nguyen in 1994 5 . Besides our patient 
demonstrated several features of listena associated 
peritonitis including age around 60, being a Spaniard 
alcohol-related cirrhosis, normal ascitic fluid protein 
and at the same time was not bacteremic which did 
suggest possible translocation of intestinal bactena 
though the precipitating factor was not clear 

We conclude that nowadays a physician should be 
alert about listena causing pentomties especially in 
high-nsk population and reiterate the need for careful 
review of ascitic fluid gram-stain so that appropnate 
treatment can be instituted as soon as possible 
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was started. His status continousiy improved over 
following next two weeks and he was later discharged 

Discussion 

Listena is a small, non-sporulatmg, micro-aerophilic 
gram-positive bacillus which grows over a wide range 
of temperatures The distinctive microbial 
charectenstics include it's Chinese letter or palisade 
onentation on colonial morphology, beta hemolysis on 
ennched media such as blood agar, positive catalase 
activity and pinwheel tumbling motility at 25*C In 
humans, listena has been associated with infections in 
normal as well as in immunosupprcssed hosts 
particularly in those with defects in cellmediated 
immunity The most common presentation is meningitis 
followed by bacteremia, endocarditis, pentonitis and 
cutaneous infections 2 

Spontaneous bactenal peritonitis is relatively 
common in a rrhotic patients The causative agents most 
frequently implicated are gram-negative bacilli and. 
therefore, the empmc treatment for tins syndrome is a 
third generation cephalosporin However, over the last 
few years cases of spontaneous bactenal pentonitis 
caused by listena have been progressively increasing 
This increase is graphically demonstrated (Fig 1) 
wherein it is clear that the number of cases reported 
over past 25 years has been gradually increasing This 
increase is attnbuted to increased awareness of this 
bacterium, improvements in microbiological 
identification and increased number of 
immunosuppressed hosts (organ-transplant hosts, 
oncologic patients)’ The pathogenesis of pentonitis is 
uncertain and different mechanisms have been proposed 
including hematogenous dissemination and 
translocation of baccilli from intestinal lumen The latter 
is more favoured because of the fact that 5-10% of 
healthy individuals are gastrointestinal carriers of 
listena and in about 38-50% of such cases, including 
our case blood cultures were negative. 1 Besides 50% 
of such cases have occured in Spainsh population, 
perhaps related to more frequent intestinal colonization 
by listena in Spain 1 The other features of listena 
associated pentonitis include slight male predominance, 
age around 60, relatively more in alchohol-related 
cirrhosis and occurrence even with high asictic fluid 
protein because listena being an intracellular pathogen 
needs cell-mediated immunity rather than opsonic 
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TTflydatid Disease of Liver Presenting as Cholangitis” 


j^aiik MD FACG ; Gh. Jeelani Romshoo M.D ; Ashaq Hussain, M S. MCH ; 
^ 2ubair Ahmad M.D , Javaid A Basu M B , G H. Bhat M S 


'TtTtract: Hydatid disease the most common cestodiasis caused most commonly by Echinococcus Granulosus 
5 fapewoom) and less commonly by E. Multilocularis and rarely by E. Vogeh 1 . This zoonotic disease is 
osmopolitan in distribution but is endemic in sheep raising countries like South A menca, New Zealand, A ustraha, 
Mediterranean and Asia. 2 In India large number of Hydatid disease cases are encountered in Punjab, Andhra 

Pradesh and Madras* 

\ case of hydatid disease of liver presenting as cholangitis is presented here. 


Keywords : Hydatid isease, cholangitis. 
jK-Practitioner 1997; 4(3): 194-196 

Introduction 

Hydatid disease is very old disease to which 

Hippocrates referred as “Liver(s).Filled with 

Water” Larva of this cestode was discovered by Goeze 
in 1782 and characteristics of the edologic agent were 
described by Knabbe in 1866. 

Humans (Intermediate host) acquire the disease 
after ingestion of parasitic eggs as a result of intimate 
and frequent contact with dogs (Definite host) who 
harbour 4-6mm adult worm in upper gastrointestinal 
tract. After reaching intestines, through portal 
circulation the embryo lodges in different organs The 
liver is the most common organ to be affected (76.5%) 
followed by lungs (9.4%) and other organs like spleen 
(2.1%), Bones (0.9%), Brain (0.7%) and other oigans 
(2.2%) are occasionally affected 4 * 5 

Case Report 

Mrs. Zeeba, a female, housewife, aged 55 years 
from a rural area (Kulgam) was admitted with 
complains of mild colicky intermittent pain right upper 
abdomen of two weeks duration. She also had history 
of moderate degree Fever associated with chills and 
rigors but no rash and history of yellowish 
discolouration of eyes and passage of high coloured 
Urine of 10 day duration. There was history of anorexia 
and intermittent vomiting of same duration. There was 
no history of blood transfusion, arthralgia, bleeding 


disorder, trauma abdomen, itching or passage of clay 

coloured stools. Before this illness patient was 
absolutely normal There was history of having cattles 
at home but there was no history of any contact with 
dogs. 

On examination patient was febnle. Jaundiced, 
pulse=84/min, B P= 100/70mmHg, there was no flap, 
no signs of chronic liver disease, cardio vascular system 
was normal, chest clear and per abdominal examination 
revealed tenderness in the right hypochondnum and 
liver was enlarged 2cms below costal margin. 

Laboratory Investigations > Hemoglobin 8 8%, 
TLC-16,800/cu.mm DLC-P 85 L 15%, platelet count- 
1.20 lacs/cu.mm, ESR-52mm/lst hr. (Wintrob s 
method) Urine examination-N AD, Urinary 
Urobilinogen decreased, Unnary bilirubin-present, 
serum biochemical tests revealed normal KFT (Kidney 
function tests) Na*-13 139 mmol/L, K + -3.1 mmol/L, 
Liver function tests was 6 4/6 5/2 7/52, enzymes SGOT 
and SGPT of 2 I.U and 09. I U respectively HbsAg 
was negative, prothrombin time was 23 seconds (against 
a control of 17 seconds) Electrocardoigram and x-ray 
chest were normal A tentative diagnosis of cholangitis 
was made and patient was treated on same line 

Patient was subjected to ultrasonography which 
revealed liver enlargement and two cysts located in nght 
lobe (one with intact wall 8 5x6.2 cms and other was 
ruptured). Common bile Duct (CBD) was very much 
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Fig l 


dilated and contained hyperechoic matenal Intrahepatic 
biliary channels were dilated 
Gall bladder, spleai. Kidney and 
pancreas were normal No Free 
fluid was seen in peritoneal 
cavity From Sonographic 
findings an impression of 
obstructive Jaundice was made 
(resulting from intrabiliary 
rupture of Hydatid cyst) Patient 
was now investigated for 
Hydatid disease and casion's 
skin test and indirect 
Haemagglutination tests came 
as positive Stool Examination 
for daughter cysts was negative 
(Repeated twice) Upper Gl endosocopy revealed 
bulged and mflammed Papilla of 
Vater and some whitish shining 
material in the lumen of 
duodenum Computed 

tomography of Hepatobiliary 
system revealed a well defined 
rounded, low attenuation lesion 
with a C T value of +Q H U in 
right lobe of liver with a well 
defined wall and another 
irregular low attenuation area in 
the region of cystic duct and 
CBD Intrahepatic biliary 
channels and CBD were dilated 
Patient underwent pre-operative 


Umosound showing Iniacf AflD and ruptu/ed 
|RC) hydatid cyst in liver 


ng n 


Ultrasound showing dilaied CBD 
(double channel sign) 


cholangiogram which revealed dilated common bile 
duct 

An cxploratiory laprotomy 
was performed which revealed 
hydatid cyst on the inferior 
surface of the right lobe of liver 
and dilated common bile duct 
The hydatid cyst was excised 
•vith intact wall cavity and was 
closed around a drainage tube. 

BD was explored through an 
incision and dark-green matenal 
was removed from CBD (whose 
histopathologicai examination 
revealed it to be Hydatid in 


origin) The CBD was probed and irrigated with 
Hypertonic saline and a T-tube 
choloedochostomy instituted Gall 
bladder was found of normal size 
and did not contain any calculus 
A post-operative cavitogram 
demonstrated the excised cyst 
cavity in the nght lobe and a post¬ 
operative T-tube cholangiogram 
was done on 15th post-operative 
day showed a free passage of dye 
into the duodenum The drainage 
tube was removed on 14th post¬ 
operative day and T-tube was 
removed on 17th post-operative 
day The patient was discharged 
from hospital on 22nd post-operative day 

Discussion 

Hydatid disease most 
commonly involves the Liver 
(76 50%) followed by lungs 
(I0%)’- 5 Involvement of nght lobe 
of the liver is 4-5 times more 
common than the left lobe and 
posteno-supenor area is the most 
common site affected Our patient 
also had involvement of nght lobe 
of liver but the intact cyst was on 
infenor surface of the nght lobe 
of liver. 

Hydatid cyst of liver is usually 


Fig III 


CT Showing hydatid cyst (ruptured) 
In liver 


silent and is discovered incidentally It may produa 
symptoms when cyst gets infected 
ruptured or because of pressun 
symptoms produced by a ver} 
large cyst 5 Intrabiliary ruptureol 
cyst is seen in 5-15% of casej 
leading to biliary obstruction oi 
cholangitis 6 7 . The rupture i< 
precipitated by truma and is seer 
usually in large cysts Our patienl 
had ruptured Hydatid cyst in the 
viscimty of cystic duct, and there 
was history of intermittent colicky 
abdominal pain associated with 
chills and rigors and probably 
there was intermittent evacuation 
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(j fluid but there was no history of urticaria or 

of hyd h"which is common with leakage 
any ( 

of ofHydabd fluid beyond the 

« of the cyst wall may result in 
***" an d fatal anaphylactic reaction 
’Circulatory collapse 6 8 
Come laboratory tests help in 
of Echinococosis disease 

?o?noP h ‘ l,a ° f5 '' S % ,S ^ 3 ° 1 ° 

f cases 6 LFT may show an elevated 
f | S of Alkaline phosphatase 
idinit'um 99 differentiates the filling 
Hrfect of Hydatid cyst from vascular 
° fastens intradermal skin test is 
‘ speafi and is postive in 90% of 
^es but positivity persists even after 
successful . treatment. 

Immunoelectrophoresis is highly 

suedfic test for diagnosing the hydatid 
disease and it becomes negative after successful 
treatment. Other senological tests helpful in diagnosis 
of this disease are indirect haemaggultination test. Latex 
.Agglutination test, complement fixation test, ELISA 
and double diffusion immuno-elect rophoresi s or counter 
unmuno-electrophoresis for antibodies to Arc-5 antigen 
Recent advances in diagnosing Hydatid disease 
include ultrasonography (which identifies the site, 
number and complications of cyst), computed 
tomography (show multiseptate hypondense lesions 
ERCP (also used to manage the intrabiliary ruptured 
Hydatid cysts) and cholangiography 912 



Fig. IV. T-Tude chlongiogram of CBD and 
Tube in hydated cavity (Post Operative) 
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A rT° Ct J TW ° ad ° le t S< = en ! bo >' s with ^current respiratory infections and wheezing presented with exacerbates 
of their disease. Both had received multiple therapies including empiric antitubercular drug therapies one havmo 
recieved three such courses. Radiologic imaging revealed evidence of bronchiectasis in both the cases Laboratnr, 

evaluation suggested a diagnosis of cystic fibrosis in each. The imortance of considering the diagnosis in our 
setting is discussed. s our 
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Introduction 

Cystic fibrosis (CF) is an autosomal recessive 
genetic disorder affecting 1 in 2,500 individuals 1 - 2 It is 
a multisystem disorder that presents in early infancy 
as recurrent cough, refractory lung infiltrates, 
meconium ileus, failure to thrive or steatorrhea. 3 The 
disorder is generally thought of as one affecting the 
western population (prevalence of 1:569 in Ohio) 4 , with 
lower prevalance rates among Asians (1:90,000 in 
Onentals and Asians of Hawaii). 56 We report herewith 
two cases of CF in whom the underlying cause of the 
respiratory disorder was missed until adolescence 

Case Report 

Case 1: 

XV, a 15 year young boy presented with high grade 
fever, cough with mucopurulent expectoration of two 
weeks duration. There was no accompanying 
hemoptysis, chest pain or any symptoms referable to 
the gastrointestinal, cardiovascular or urinary system. 
Clinical examination revealed emaciation, dysponea, 
cyanosis, grade iv clubbing, pallor, widening of wrists, 
frontal bossing left sided undescended testis and poor 
development of secondary sexual characters. Chest 
examination revealed pectus cannatum, rachitic rosary, 
Harrison s sulcus, with intercostal recession. Diffuse 
crackles were audible bilaterally over the lung fields. 
Anthropometry revealed height of 135cm (expected 
156.1 cm+9.81) , chest circumference of 66 cm 
(expected 70.9 cm) and head circumference of 52 cm 
(expected 52.81 cm)’ Investigations revealed a Hb of 


11.5 gm/dl, TLC of 11.6 xl0 9 /l with 77% polys and 
23% lymphos, a platelet count of 130,000, ESR of 50 
and mild hypochromia on examination of the penpheral 
smear The serum urea was 16 mg/dl, the creatinine 
0 56 mg/dl, the bilirubin 0.1 mg/dl, the SGOT 39 IU/1 
the SGPT 37IU/1, the alkaline phosphase 540 IU/1, the 
proteins 8 6g/dl, the Na 138 and the K 4 8 mmol/L 
Urine examination revealed a negative dipstick for 
proteins and glucose and 2-3 pus cells on microscopy 
The urine culture was sterile. Blood cultures grew 
Pseudomonas aerginosa sensitive to ciprofloxacin, 
amikacin, cefotaxime, gentamycin and polymxm B 
Sputum culture grew pseudomonas aerogjnosa Sputum 
was negative for acid fast bacilli and fungi on smear 
and culture Blood gas analysis revealed a pH of 7 39, 
PC0 2 of 44.7 mmHg P0 2 87.5 mmHgand HCO, 27.2 
mmol/1. The urine pH was 6. The sweat chlonde was 
299mmol/l. A 5TU tuberculin test was negative. X- 
ray chest revealed generalized bilateral bronchiectasis 
with multiple soft infiltrates. 

In the past the patient had suffered similar 
respiratory infections since childhood, each time 
requiring 7-14 days of antibiotic therapy; and an 
empiric course of anti-tubercular therapy had been 
given eight years ago. A bronchoscopy performed 6 
months earlier had been reported as endobronchial 
tuberculosis and he had been given antitubercular drugs. 
However, no microbiologic evidence or histological 
evidence of tuberculosis was demonstrated. At the age 
of 6 years, the patients had undergone right 
hemicolectomy for an ileo-colic intussuception; the 
operative findings also including ascites, multiple 
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£>-T an d mesentenc lymphadcnopathy He 
* dhCS Id a 9 month course of antj-tubercular drugs post- 

"^'nvelv for presumptive tuberculosis 

0 p eraU was put on ciprofloxacin and amikacin 

^ e P ^ eks a iongwith postural drainage He showed 
fo ^d improvemait and was discharged 

Ct ** a 21 year old male presented with a history of 
SR * jnd productive cough of 2 months duration 
'""mutton production was copious and of a greenish 
w color He had a five year history of similar 
If", of cough, expectoration and wheezing for 
'She was labelled as bronchial asthma Interspersed 
ahmultipleantibiotic courses at vanous times, three 
S earlier he had received an empirical 9 month 
Se of antitubercular therapy 

Clinical examination revealed the patient to have 
j (fuse bilateral wheeze with crackles, post nasal dnp 
d clubbing. Rest of the general and systemic 
Lamination was normal Investigations revealed Hb 
, i5_/dl. TLC of 12.8x10’/!, with 75% polymorphs, 
n% lymphocytes and 2% eosinophils. The ESR was 
22 TEC 4.8, PCV 42, MCV 87, MCH32, with a 
MCHC of 36%. Peripheral blood smear was normal. 
The serum biochemistry was normal. The sweat 
dilonde was 161 mmol/1 and the sweat sodium 175 
mmol/1 Sputum smear showed gram positive coca and 
gram negative bacilli, and the culture grew 
Pseudomonas acroginosa which was sensitive to 
gentamicin, amikacin and ciprofloxacin. Sputum 
smears for acid fast bacilli and fungi were negative. 
Spirometry revealed a FeV, 1.3, FVC 1.4 with a FeV / 
FVC ratio of 92%. Radiography of the chest revealed 
bilateral bronchiectasis and that of the paranasal sinuses 
showed frontomaxillary sinusitis. CT scan of the chest 
revealed bilateral bronchiectasis involving upper and 
middle zones of the lung with classical signet nng 
appearance (Fig 1). The patient was managed with a 
course of ciprofloxacin and postural drainage After 
an advice about postural drainage, the patient was 
discharged and is on followup. 

The patient’s sister also gave a history of similar 
episodes of cough wheezing and expectoration. 
Radiograph of the chest revealed feature of bilateral 
bronchiectasis and the sputum grew Pseudomonas 
aeroginosa. She declined to get investigated further 


Discussion 

Cystic fibrosis is an autosomal recessive 
multisystem discorder disorder involving mainly the 
respiratory system, the GIT (pancreas and hepatobiliary 
as well), the genitourinary systems and sweat glands^ 
Majority of patients are diagnosed in first year of life 
Both of our cases had pulmonary involvement in the 
form o r ^lateral bronchiectasis, colonization with 
Pseudomonas aeroginosa, and a high sweat chloride 
suggesting cystic fibrosis. One of the cases had a 
previously operated gut involvement as well. 
Associated nckets in the first case could be explained 
either on the basis of a renal tubular defect or 
malabsorpiton of vitamin D, however absence of 
steatorrhea and normal acidification of unne strongly 
advocate against the presence of a tubular defect or 
pancreatic malabsorption that can be an accompaniment 
of CF 9 

Cystic fibrosis usually presents as early onset 
respiratory tract infections, cough woith recurrent or 
refractory lung infiltrates or meconium ileus, failure to 
thrive or steatorrhea\ Unusual presentations being 
bronchitis, asthma, pseudomonas infestation 10 , 
staphylococcal pneumonia, nasal polyposis, pain 
abdomen with right quadrant mass, hypoproteinema. 
increased neonatal jaundice, biliary cirrhosis with portal 
hypertension, acrodermatitis enteropathica, recurrent 
pancreatitis, infertility, and hypochloremic 
hyponatremic metabolic alkalosis 3 . Vitamin deficiencies 
especially of vitamin D rarely occurs in cystic 
fibrosis 310 . 

Various criteria 3 that have been put forth for a 
diagnosis of cystic fibrosis are: 

Sweat chloride > 60 mmol/1 in combination with 
pulmonary or gastrointestinal involvement or a family 
history of cystic fibrosis, or detection of the cystic 
fibrosis transmembrance regulator (CFTR) in 
conjunction with one or more of the typical 
manifestations. 

CF results from mutations at a single gene locus on 
long arm of Chromosome 7 (7q 31 3) 30 This locus spans 
approximately 250 kb of DNA, contain at least 27 
exons that code for CFTR gene There are 200 different 
mutations taking place on chromosome 7 Predominant 
mutation is a 3 base pair deletion at position 508 
(F508) 311 . Recently A445E, R117H, R334W, R347P. 
P547H mutations were unraveled". Some of these 
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mutations are associated with a milder form of lung 
disease, which could also explain the delayed onset of 
symptoms in our cases as well. 

CF patients are managed by antibiotics, aerosols, 
bronchodilators, mucolytics, N-acetyl cysteine 
alternate day steroids, and D-Nase 2 Newer modalities 
like gene therapies, protein therapy in the form of 
phosphodiesterase inhibitors, phosphatase inhibitors, 
antiproteases and lung transplantation have come in 
vogue 2 \ fytoreover such patients need psychologic, 
emotional, vocational and financial supports 12 . All 
these modalities have influenced the outcome of CF 
cases so that they are able to live till fourth to fifith 
decade 12 . 

Though cystic fibrosis is a relatively uncommon 
disorder in the Asian population, our cases strongly 
emphasize the importance of the considering CF as the 
underlying dsorder in a myriad of chronic pulmonary 
disorders in our setting 
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^ ' ous Expulsion of Endobronchial Foreign Body 

§pontanc 


JK 


v p v^ka tachalam MS. _.____—- 

, c pon taneous expulsion of a long standing endobronchial ceramic fonegn body is rare. One such case 
AbstfOd reS pi ra tory distress and segmental collapse of right middle lobe followed by complete relief of 

P rtsennn ^ arU j re expansion of the lobe after spontaneous expulsion of the foreign body is reported. Diagnosis nos 
^^eontht basis of history and radiological examination. 

Words * Spontaneous Expulsion, Endobronchial Foreign body'. 

Key 
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“ spontaneous expulsion of endobronchial foreign 
, P though a rare event, is still reported in the 
° rature 1 Negus (1948) 2 in his study, observed that 
2-4% of the inhaled foreign bodies are expelled 
ontaneougly by cough mechanism We present our 
P enence of a case of spontaneous expulsion of 
Endobronchial foreignb ody (Ceramic wnting pieces 
,f 2" long) in the ^ 

Safdarjang^B 

Case Report 

old V 

child was admitted 
cough and difficulty 

m respiration of 3 I 

days duration A 
careful history from 
her 

parents revealed 
that the child had 
probably inhaled a 

ceramic writing - 

piece about 1 4 days Rg ,. x .rov Chest pa vie 

back.’The child 

while playing with the wnting piece accidentally put it 


into her mouth and then inhaled the same She had a 

bout of coughing There was no history of Cyanosis 
or respiratory distress. There-after the child was 
asymptomatic for 10 days till she developed cough, 
fever and slight respiratory distress of 3 days duration 
At that stage, she reported to our outpatient department 
On clinical examination the air entry on nght midzone 
was slightly reduced Routine tests were normal. X- 

jj jfi ray chest showed a 
radio opaque 
foreign body in the 
Right bronchus with 
the segmental 
collapse of the Right 
Middle lobe The 
patient was put on 
loading does of 

injection 

Hydrocorti sone 

(lOOgm) and on 

parental antibiotics 

(Pencillin and 

garamycin) and 

Decadron 4 mg 8 

hourly and was 

prepared for 

bronchoscopy the 

next day Just before 
showing FB in the Right Bronchus ^ was 

to be administered the child cned following which she 
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had a violent about of cough Dunng the bout of cough, 
the ceramic writing materila of 2" long was expectorated 

out. The skiagram taken_ 

subsequently revealed no foreign 
body with complete expansion of the 
segmental area The patient was 
asymtomatjc after the spontaneous 
expulsion of the foreign body and 
was discharged 


Discussion 

Ceramic foreign body having L 
calcium and other organic salts can M : ^ 

cause inflammatory response within a few days. This 
sort of reaction occurs more rapidly in these cases and 
vegetable foreign bodies compared to metallic and 
plastic foreign bodies which are tolerated for longer 
periods Our patient had a bout of cough followed by 
an asymptomatic period of 10 days after whcih she 
started getting respiratary symptoms more so on 
exertion. 

Gupta and Sood (1967) 1 reported two case of 
spontaneous expulsion of metallic foreign bodies from 
air passage of a short duration (3 days in a 2 yr. old 
child and 3 hours in an adult). Mittal et al (1979) 3 also 
reported a case of spontaneous expulsion of a metallic 
foreign body mu 6 yr. old child after 10 days. Our 
case is unique because the foreign body is of ceramic 
origin which contains the various organic salts and is 



Fig. II: The Expelled Foreign Body 
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likely to induce inflammation reaction and oedema Also 

11 was present for 2 weeks inside the endobronchial 
tree before expulsion. 

Our emphasis is also to stress the 
use of antiinflammatory drugs in FB 
Respiratory tract of long duration 
Steroids have a role in reducing the 
inflammatory reaction casued by the 
| FB and its subsequent assistance in 
effective and uneventful removal of 

-J FB. In our case the drugs probably 

Foreign Body acted Q 11 * 1 effectively and the loosely 
lying foreign body was expelled out 
also assisted by the more vertical course of the R main 
bronchus. 

We therefore recommended that in FB of longer 
duration seroids should be started prior to 
Bronchoschopy to reduce the inflammatory reaction 
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Lithiasis (MBL) with Ascariasis” 
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5?-~ . Common duct stones are found in 8 to 16% of patients who have cholelithiasis. Their incidence 

Ab strac s u7/ jj a g e an d reaches 25% by the age of 60 years. Most of common duct stones migrate from gall 

,,,cre . but some arise within the common bite duct. The secondary stones are mainly cholesterol type. The stones 

M*** e n lt hin the common duct (primary stone) are usually composed of calcium bilirubinate and are always 

a ^ Sin ^ te d with distal obstruction. Concomittant gal! stones, common duct stones, hepatic stones and biliary 

aS5 ° Ct - ■ i S yen' rare. We present a case with such a rare biliary disease, 
ascarisis is s 

Keywords : Multiple, biliary Lithiasis, Ascariassis 
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Import 

A 30 years old female was admitted with features 
f obstructive jaundice and acute cholecystitis and 
° onded favourably to conservative treatment. Her 
!* P f function tests were of obstructive pattern with 
raised serum bilirubin and alkaline phosphatase. 
Ultrasonography revealed gall stones and common duct 
stones The routine investigations were normal. 

S Patient was subjected to interval choleysectomy after 
six weeks Gall bladder contained multiple calculi. 
Common duct contained a worm and nght hepatic duct 
stones stones from nght hepatic duct and common 
duct were removed and common duct stiched around a 
T-tube. Patient behaved favourably in her post operative 
period. T-tube cholangiogram revealed no residual 
calculi. T-tube was removed and patient is absolutely 
asymptomatic till now. 

Discussion 

An estimated 20, million people in United States 
harbour gall stones. The prevalence increases with age 
Females of child bearing age are more commonly 
affected; approximately 98% of patients with 
symptomatic gall bladder disease have gall stones Gall 
stones are mainly classified into predominantly 
cholestrol stones and pigment stones Pigment stones 
are more common in Asia, they are of 2 types. Black 
pigment stones and earthy calcium bilirubinate stones. 
Black pigment stones (made or dark brown in colour) 
are found almost exclusively in gall bladder. They are 


associated with cirrhosis and hemolytic disorders like 
herediatry spherocytosis, sickle cell disease etc. 

They consist of a black pigment polymer, some 
clacium bilirubinate, calcium carbonate to calcium 
phosphate 

Earthy calcium bilirubinate stones are soft in 
consistency and found exclusively in bile ducts They 
form in presence of biliary stasis an infection like biliary 
enteric anatomosis, biliary instrumentation, stents and 
worm infestations. They consist of calcium bilirubinate 
stones 12 

Biliary ascanasis is a common condition in children 
in Kashmir, the Ascans-lumbncoides ascending via 
common duct and affecting hepatic ducts and gall 
bladder Such patients present with severe pain nght 
upper quaudrant, fever, jaundice and tenderness of nght 
hypochondrium and usually settle down on conservative 
treatment. Patients who fail to respond need surgical 
intervention or ERCP' 

The patients under discussion, is presented because 
of rarity of concommittant gall stones, common bile 
duct, hepatic duct stones and biliary ascanasis 
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Atypical Complication of Circumcision 


Nisar Ahmad Chowdn (M.B.B.S ., MS., F.A.I.S.), Mohd Ashraf Para (M.B.B.S ., M S., M.Ch) 

Abstract: An unusual complication mimicking double glans following circumcision is presented and the course of 
ex'ents leading to this complication, prevention and management are discussed. 

Key' Words:- Circumcision, complication, atypical. 
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Introduction 

Haemorrhage, oedema and infection are wdl known 
complications of circumcision but to our knowledge a 
complication resembling double glans or diphallia has 
not been reported. Infact if such a patient is seen for 
the first time, one can confuse it with congenital 
diphallia which is one of the rarest 
congenital malformations and found 
to occur once in every 5-6 million 
births , M 

Case Report 

A six year old child was brought 
to us with complaints of swelling 
and non healing ulcer of penis 
following religious circumcision 
with cautery about 2 weeks back by 
local practitioner A day later he was 
found to have swelling around glans 
which progressively increased in 
size and the wound refused to heal. 

Fountaimng of urinary stream was 
another complaint On examination 
child was found to have oedema 
around the glans Glans as such was 
not seen separately Proximal to corona there was about 
8mm infected circumferential ulcer Patient was advised 
conservative treatment consisting of local antiseptic 
washes, systemic antibiotics and antiinflammatory 
analgesics for about a week 

Pationt returned after a week with a history of sudden 
appearance of swelling under the glans a day before 
Following this event urinary stream had become 


normal. The ulcer was almost healed. The lower 
swelling was found to be tense oedmatous prepuce 
which had shape of the glans with a shallow depression 
at its tip being attached to the penis on its inferior 
surface near corona (Figs 1&2). Patient was advised 
to continue conservative treatment for a week more 
when oedamatous prepuce was 
found to have become slightly 
softer Three weeks later oedema 
had grossly subsided when revision 
circumcision was performed and 
glans like oedematous prepuce 
exicised 

Discussion 

No doubt circumcision is a 
simple procedure, a serious 
damage can be inflicted if a 
suigeon is not careful about the 
underlying delicate structure and 
especially if it is performed by an 
inexperienced person 
Most of the circumcisions in our 
valley are performed by 
unauthorised paramedical and non¬ 
medical persons all being done by gullitone method and 
without any suture, The complications are therefore 
quite often seen in these children, including amputation 
of glans, meatal stenosis and urethral fistula Cautery 
is being used by some of them as it is simple to operate, 
with reduced chance of bleeding Analysing our case, 
it seems that the person had performed an incomplete 
circumcision excising only part of prepucial skin and 



Fig 1. Front view showing glans like 
oeaemotous prepuce attached to ventral 
aspect of corono. 
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'^T^fskin covenng the shaft after pulling it out, 
P • w hole of prepucial mucosa and part of its distal 
’ j ntac t It got oedamatous most probably due to 

^utery damage/infection and- 

caused fountainmg of urinary 
stream. Skin arround the shaft 
retracted leaving an ulcer 
infront. With conservative 
treatment, oedema started 
subsiding, the prepuce got 
detached from the dorsal surface 
due to mucosal damage by 
cautery leaving the glans free. 

This oedematous prepuce being 
attached to corona ><entrally. 


Fig 2 


maintained the shape of the glans which was excised authorised persons 


undertaken untill the inflammatory response has 
completely subsided Parents get very much perturbed 
on seeing their child with two glanses especially if the 
penis is normal before 
circumcision They need to be 
reassured and the nature of 
complication with a favourable 
prognosis explained to them 
Last but not the least, steps need 
j to be taken to stop unauthorised 
and inexperienced persons from 
practising this procedure, 

' educate the people and of course 

provide facility to all the sections 
of the people by expenneed and 



Lateral view ol The same patient which can 
be confused with double glans 


later on. 

Because of loose tissue under the penile skin, oedema 
is a common complication if proper pressure dressing 
is not applied after circumcision A wisp of cotton wool 
soaked in tine, benzoin Co. makes an excellent 
waterproof dressing 5 The procedure should not be 
undertaken lightly but performed adequately with great 
care by a proper recommended technique. 5 If cautery 
is to be used for the circumcision, damage to underlying 
structures should be avoided and proper voltage 
maintained while performing the procedure If 
circumcision is incomplete, revision should not be 
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Case Report surgeon was advised to go ahead with the surgery, 

A 58 years old women weighing 65 Kg presented during surgery the anaesthesia was maintained with 

for removal of right breast (Radical Mastectomy) for nitrous oxide-Oxygen (66-33%) and pancuranium. 

treatment of Carcinoma breast. Eight years back she IPPV was given using Redcliff ventilater with tidal 
was diagnosed as a case of hypothyroid. She was put volume 600 ml and respiratory rate 12/min. The rest 
on eltroxin. At the p re-ana esthetic examination she of the intra-operative procedure was uneventful. On 

confirmed that she was taking eltroxin regularly as completion of the operation residual neuromuscular 

prescribed Her routine biochemical parameters were blockade was reversed with Neostigmine 2.5 mg and 

within normal limits General physical examination was atropine 1 2mg The patient was extubated and shifted 

unremarkable except patient had mild pallor. There was to the I.C.U., during continued observation in the I.C.U. 

no cynosis. Patient had no cardiac symptoms. X-ray the boock occured at heart rates above 70 beats/min 

chest was normal, ECG showed normal sinus rhythem and normal conduction returned at rates near 60-62 

at rate of 60 beats/min and non specific abnormalities beats/min The patient was discharged from I.C.U. after 

in level V 2 -V } . Following the application of all routine 48 hours, she made an uneventful recovery and was 

discharged from the hospital 
after seven days. 

Discussions:- 

Transient or intermittent 
bundle branch block under 
general anaesthesia is an 
uncommon but well 
easily performed with 8mm documented phenomenon u . It 

cuffed endotracheal tube. The intubation was followed has been reported with and without associated 

by increase in the heart rate from 62 to 78 beats/min, hemodynamic changes 3 . This case clearly represents 

anda fall in the blood presurefom 120/60to 100/50mm an example of a rate-related bundle branch block, 

hg. At this point 3mm of ST segment depression was Though most rate related conduction abnormalities 

also noted (Fig 1 A). The QRS complex also widened usually occur at rapid heart rates i.e. greater than 115 

and was about 0. Msec duration. These changes lasted beats/min. In elderly patients the critical rate may be 

for only 30sec, when the rate fell to 621 beats/min, the much lower 4 . In some cases the critical rate may be 

ECG also returned to its base line morphology. The only one to two beats faster than the base line heart 

Heart rate once again increased to 72/beats/min and rate and thus the rate relationship may be difficult to 

the bundle branch block was observed (Fig.IB). The detect 3 . As was seen in this case the critical rateforthe 
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monitors general 

anaesthesia was induced 
with Buprenorphine 250 
mg,, thiopentone 400 mg 
and 100 mg of 
sucinycholine After IPPV 
with 100% oxygen for 1 
minute, the intubation was 
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Pla. IA : ECG Tracing Immediately after Intubation 
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—of the abnormality may be higher than the 
J^art rate when normal conduction returns. These are 


veral possible explanations for this. First there may 







l ■ ; j 1 ■ 1 ,1 


Fig IB : During Emergence 


be fatigue of the bundle. Second progressive 
rolongation of th refractory period of the bundle as 
pulse rate tends to maintain the abnormal 
conduction. Finally concealed transseptal activation 
ma y block conduction through the contralateral 

bundle 5,4 . 

Though rate related conduction abnormalities may 
occur in healthy individuals they are also found in 
numerous pathologic conditions. Ischaemic heart 
disease, ventricular hypertrophy, cardiomopathy. 


rheumatic heart disease, pnmary fibrous degenerations 
of the conduction system, trauma, tumour and may 
also be drug induced Commonly used medications 
that can induce conduction abnormalities include 
qunidine, procainamide and pcxassium Tins patient was 
only receiving elotroxin which has not been reported 
to produce bundle branch block In conclusion this case 
demonstrated the importance of complete evaluation 
of the ECG, and showed many of the key features of 
rate-related conduction abnormalities 
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Signet nng Carcinoma of Colon”. “A Case report and re^ie^^Literature.” 
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*2' Ca T n °T ° fCOl ° n * a v " y ran ‘ en,Uy Des P‘ ,e * rari <y ,h ’ s ooplasm merits 
Tff^nZTlThT Jmm J T* colorec,al Carcinoma because of certain clinical. pJhologtcal and B, logical 

of this article avery ,smal P™g"osis, with only veryfew patients surviving more than one year The purpose 
ftlratuT ” P m add,ti ° nal COSt ‘°“>n of signet rtng morpHoloJ w ,h a 


Key Words : colorectal adenocarcinoma, signet ring carcinoma 


JK Practitioner; 1997; 4(3) : 2 07-208 
Introduction: 

Signet nng Carcinoma is a descriptive term that 
denotes a form of mucin secreting adeno-carcinoma 
whose component cells retain abundant 
intracytoplasmic mucin pushingtheir nuclei to one side, 
thereby giving cells their characteristic histological 
appearance Ninetynme percent occur in stomach 1 , with 
the rest occunng with distinct rarity in several other 
organs including the Breast, Gall Bladder, Pancreas, 
Urinary Bladder and Colon. This tumour produces 
minimal mucosal alterations, but perm eats the wall 
extensively transforming the affected structure that 
has been popularly called “Linitis Plastica” a phrase 
coined by Brinton 2 from the Greek meaning “Linen 
Cloth or Net’”. 

Case Report: 

A 17 year old girl was admitted to the hospital with 
a 3 months history of colicky abdominal pain. She also 
had a recent change in Bowel habits with decreased 
frequency of defaecation There was anorexia but no 
nausea or vomitting Physical examination was un¬ 
remarkable except for mild tenderness below 
epigastrium. Laboratory tests were within normal limits 
except for positive Haem occult tests for occult blood 
in stools. The upper gastrointestinal series were normal. 
Barium enema disclosed an annular region in 
transverse colon. At laparotomy, a firm constructing 
lesion of the transverse colon was noted. 


Hemicolectomy with end to end anastomosis was 
performed. On careful inspection there was no evidence 
of disease of stomach, liver metastasis or ascities but 
mesentric infilrates were present. 

The patient was discharged in a good condition, but 
was readmitted only about one month later because 
patient developed pain and distension abdomen. X-ray 
showed ascites and pleural effusion. It was believed 
that she had recurrent tumour with widespread 
metastasis and was discharged with a plan to follow 
her up as outpatient. Receiving only supportive 
treatment, the patient died after 9 months. 

Pathology: The gross lesion consisted of infiltrative 
tumour that involved full thickness of the colonic wall 
resulting in marked thickness, and induration. 
Superficial ulceration was noted in the centre of the 
lesion. The tumour was circumferential involving a 
4x4.5 cm segment 

Microscopically: The less ion was predominantly 
composed of cells having abundant intracytoplasmic 
mucin with peripherally placed nuclei infiltrating the 
full thickness of colonic wall. Formation of small 
abortive glandular structures as well as discrete cells 
were noted. 

Discussion 


Laufman and Saphir 3 described histopathological 
criteria for primary signet ring carcinoma as follows: 
(1) Presence of signet ring cells. (2) Formation of 
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abortive glands. (3) Occurence of 
^lastic cells with monocytoid features 
^primary colonic signet ring Caranoma is very rare, 
ne study, only 11 Cases were found among 12,000 
colonic Carcinomas, an incidence of less than 
pn r 1000 Cases of primary colorectal adeno- 
1 fdnoma 6 This neoplasm merits recognition and 
differentiation ^ r0fn ordinar y colorectal carcinomas 
hecause of certain clinical, pathological and biological 
differences. Amron and Knight 4 stress the younger age 
of patients involved. In our case the patient was 
^voung girl aged 17 years only. The localization of 
* ^nary signet ring carcinoma in 80% of cases is distal 
to splenic flexure 4 but in the present case transverse 
colon was the site of involvement. 

Besides the exclusion of a metastasis from Gastric 
orimary, colonic signet-ring carcinomas have to be 
distinguished from mucinous carcinoma, a form of 
colorectal adeno-caranoma characterized by excessive 
mu cin production resulting in the formation of large 
mucin lakes with paucity of malignant epithelial cells. 
In mucinous colorectal adeno-caranoma, signet nng 
cells occur singly and examination of multiple sections 
usually discloses malignant glandular elements typical 
of ordindary colorectal adeno carcinomas. 

Primary colonic signet ring carcinoma is far more 
aggresivethan ordinary rectal carcinoma. Its prognosis 
is dismal with survival ranging from 1 to 27 weeks, in 
some reports. 1 * 6 The longest survival was recorded in a 
patient who lived 5.5 years after diagnosis. 5 In the 
present case, the prognosis was also dismal with death 
occuring in less than 9 months after diagnosis. 


According to Chowdry et al 1 the dismal prognosis 
was largely due to a delay in diagnosis Benello et al 
described three factors which they think are responsible 
for this delay. The rarity of tumour 2 , its intramucosal 
spread accounting for minimal symptoms and 
haemnegative stools 3 and its radiographic resemblance 
to an inflammatory process. Therefore cognizance of 
these factors and awamess that signet nng carcinoma 
does occur as a primary coloruc tumour should be 
emphasized so that early diagnosis of this tumour be 
made at a stage when cure is still possible 
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Abstract: A case of late metastatic malignant melanoma in parietal wall is reported. Patient had undergone 
ennucleation of right eye & after 16 years free period, developed metastasis. 
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Introduction 

By far the most common site for a malignant 
melanoma is skin. 1 They form 1.8% of all malignant 
tumors 2 The melanoma of eye ball accounts for 79% 
of all extra cutaneous melanomas. 3 The biological 
behaviour of malignant melanoma is discussed at length 
in the literature 3 6 There is no other tumor that 
metastasizes so widely as melanoma does, yet there 
have been documented cases of spontaneous regression 
of the metastatic melanoma 1 . Occular melanoma are 
twice more common in age group of 5th to 6th decade * 

Case History 

50 year old male, healthy labourer from rural 
kashmir, came to surgical OPD with complaints of 
supra umblical swelling of two years duration. Swelling 
was painless and progressively increased in size. Patient 
was operated on 16-08-1994 for the same swelling with 
provisional diagnosis of henua which had undergone 
gangreneous changes 

Patient had another swelling in the epigastrium of 
same duration and measured 3x2 Cms. We did FNAC 
of this swelling and smears showed deposits of 
metastatic malignant melanoma in the parietal wall 
Histopathological exmination of biopsy specimen 
confirmed metastatic deposits of malignant melanoma. 
Patient who was managed on OPD lines reported 
pathology department on 07-09-9114 for the collection 
of investigation reports We examined the patient & 
the only significant information that we could collect 
was that he had undergone ennucleation of right eye 
sixteen years back for some pathology which patient 


did not know. Patient did not have any document 
pertaining the disease. It was presumed that the patient 
had undergone surgery for occular melanoma. During 
these sixteen years interval patient was complaint free 
After removing the metastatic deposits he continued 
symptomfree life till date 

Discussion 

When a patient presents with dissiminated 
melanoma, it is customary to attempt to determine the 
site of primary lesion. In four to five percent of cases 
no primary is found even when the body is examined at 
autopsy 9 . It is possible that, in such cases, the primary 
site was in some unusual location like melanoma of 
urinary tract or gastrointestinal tract 10 . As alternative 
suggestion is that primary tumor may have undergone 
regression after metastasis. 11 Since our case had 
ennucleation of right eye about sixteen years back for 
some pathology which he did not know, we have strong 
clue to say that primary site could be eye in this case 
Melanoma of eye are known to have delayed metastasis 
with liver being the commonest site. 12 We did not come 
across any report of metastatic deposits in the parietal 
wall in literature. 

Pack & Miller 13 documented long term survival 
without relapse in two cases of melanoma. Dass Gupta M 
reported first series of cases of metastatic melanoma 
with unknown primary sites. These reports support our 
observation of developing metastatic melanoma in 
parietal wall after a time interval of 16 years & patient 
was otherwise healthy. Further, it supports the 
Lawrences 12 observation that melanomas in younger 
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Adenoid Cystic Carcinoma of Left Maxillary Sinus- A Case Report 


Azra Shah (A1.D.PTH) 

: S lahgnant tumours ofthe paranja/ sinus (PNS) are rare Their incidence vanes from 0. I to 2 4V ntnTT, --* 

1 K commonest site is the maxillary sinus followed hy the ethmoid sinus The motor,tv of 2 4% °1 0,1 fours’ 

st/uamous cell carcinomas or adenocarcinomas Adenoid cystic carcinomas (ACC) a variant of glandular^ 

rare tumour of the nose and paranasal sinuses variant oj glandular care,noma is a 

. I case of A C( of the left maxillary sinus presenting as epistaxis ,n a 35 year old female is be,m> rennr i, 
of its rarity and unusual presentation. ^ r,ef l herein in viesv 

Keywords : Paranasal sinus. Adenoid Cystic carcinoma 
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Case Report 

A 35 year old female was admitted to the 
hospital with the complaints of bleeding form 
the left nostril of seven months duration, 
swelling of the nose and pain of 3 months 
duration Systemic examination was normal 
On local examination, the patient had a 
broadening of the nasal bndge with a diffuse 
swelling of the left maxilla. There was a 
fleshy, polypoid growth filling up the left 
nostril. No lymph nodes were 
palpable Routine investigations were normal. 

Plain X-ray of the paranasal sinus showed a 
haziness in the left maxillary sinus 

A biopsy was taken and sent for 
histopathology 

Histopathology 

The tumour was composed of groups of 
uniform tumour cells with a characteristic 
cribn form pattern (Fig 1). The tumour was lying 
underneath the normal surface epithelium At places 
ducts lined by double-layered epithelium filled with 
strongly-PAS positive material were seen There were 
no mitotic figures The tumour cells were separated by 
pale, eosinophilic, hyalimsed connective tissue stroma 

Discussion 

Adenoid cystic carcinoma occurs mostly in the 
minor and major salivary glands of the head and neck 
region. 1 It has rarely been reported in the paranasal 
sinuses 2 



Fig. I Uniform fumour cells 
with the characterlslic 
clbriform pattern 
(Hoemotomylin-Eosin x 100 ) 


The pathologic features have been well documented' 
It is a variant of well-differentiated 
adenocarcinoma, is unencapsulated and 
has a special proclivity to invade the nerve 
sheaths, along tissue spaces and into bone 
slowly but relentlessly. 3 Thus it recurs 
easily after local excision 
The diagnosis was based on the 
characteristic histologic picture which fits 
into the classic cnbn from type desenbed 
by Perzon et al. 4 This type is intermediate 
in the aggressiveness of the tumour The 
tubular type is the most differentiated 
whereas the solid type has the worst 
prognosis In the treatment of these 
tumours radiotherapy is effective only in 
producing a temporary regression of the 
lesions. 
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Some Observations of the structure of the sclera of Millivus Govinda 


Dr. Abdul Ahad MS ; Dr. Shameem Jabeen MD 

Abstract : The supreme of the supreme engineers. Almighty Allah, has designed the complex and surprising 
structure of the universe which has the functional implication accurate to the minutest fraction of the minutest 
part of any measure. An eagle can pin point its prey at a distance of twelve kilometers and a kite (Millivus 
Govinda) at a distance of one kilometer. Does it suffer refractive errors? Study of the structure of the eye of a kite 
will definitely be interesting and informative. Sclera of four eyes of two kites was examined and the presence of the 
hyaline cartilage in this coat of the eye of Govinda Millivus was found. It was of uniform size in the middle of the 
sclera extending between the two poles of the eye. This cartilage could be very useful for the protection of the eye 
and prevent expansion of the eyeball of the birdflying fast towards of against windfor the sake of fly mg or wading 
for its food. This light microscopic study tempts one to have an electron microscopic study' of the s tincture of the 
whole eye of this wading bird. 

Keywords : Sclera, Millivus Govinda, Collageftl 
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Introduction 

Visual sense determines the intelligence and 
regulates conduct of the man. It has great role in in 
physical dexterity and intellectual supermacy of man'. 
In unicelluelar organisms diffuse sensitivity to light 
evolves localized sensitivity of an eye spot. In the 
multicellular organisms the diffuse dermal sensitivity 
evolves into the specialization of certain epethilial cells 
as specific photoreceptors. Birds also have developed 
the highest degree of specialization Their Visual Organ 

-the eye is very efficient due to their intense activity 

and highly developed emotiotnal life. They have 
supreme eyes aming all the living creatures except shy 
nocturnal Kivi 2 . 

In birds eye is large, globular or tubular with nasal 
eccentricity of cornea and lens, deep concavity in the 
ciliary region, sclearal ossisdes, posterior cartilaganous 
cup, muscular elements in the choroid, ectodermal 
striated muscle in the iris, lens with well defined annular 
pad, thick and well defined annual a r pad , thick and 
well defined retina with one or two fovea. There are 
rods and single or double cones 3 . 


The sclera is essential in determining the ocular 
distensibility. It is composed of 66 02-75% water, 
proteins mostly as collagen and elastin, 
mucopolysaccharides (1%), inorganic constituents and 
lipids It differs in the composition from that of cornea 1 

Extensibility of the sclearal fibres is of interest both 
from physiological as well as pathological point of view 
The mam aim of this study was to study the histological 
structure of the sclera of this common bird, flying over 
man and wading off tilings even from mans hand, if 
exposed, so accurately. Yit:! is very difficult i© caiui 
this naughty ave. 

Material and Methods 

Four eyes of two kites removed unmedcztdy 
after their death. Formal saizr.e flO%) was injected 
inside these eyes to preveia scuuknage and Hiwm* were 
put in formal saline for 48 hours These were removed 
from the solution and ’vasiied in running water 
Ascending grades of alcohol wane used for defayriratioi 
In each of these conoentintioas nf 50%, 70% and 95% 
the specimens wore put for fWeimrs Lastly one more 
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change was given in absolute alcohol for five hours 
more Partial embedding was done in vacuum bath in 
xylowax for three changes of three 
hours each Wax bath for three 
changes of three hours each was 
followed by preparation of wax 
blocks and sections for 5-10 micron 
in mendomal and longitudinal axis 
Hematoxylin and Eosin. Van 
Gieson's and Masson’s tnchrome 
stains were used 

Observations 

Examination of the sclera of 
Millivus Govinda (Imdan Kite) by 
high microscope revealed the 
following structure from without 
inwards 


Microphotograph I A 

homogenous pink zone of collagen 
bundles arranged radially In 
between these bundles were 
scattered pigment cells and blood vessels At some 
places tins zone was replaced by loose areolar tissue 
Deep to this a laryer 
longitudinally arranged bundles 
crossed by mendomal bundles of 
collagen was seen with tightly 
packed arrangement 

.Microphotograph II Deep to 
tiie superficial zone was seen a layer 
of hyaline cartilage of equal 
thickness A thin zone of 
perichondrium formed of collagen 
fibres and thin collagen bundles was 
seen with a few elongated, spindle 
shaped fibroblasts Chondrocytes 
were of different size and isolated 
or in nests of two mostly and rarely 
in nests of four The cartilagenous 
layer was of equal thickness and 
sharply thinned out at the posterior 
pole and near the limbus where it 
was seen to gradually merge with 
the collagen bundles attached to the 
comeal collagen and ciliary body, at the sclerocomeal 


Fig l Microphoiograph Moq (10x 10). 
Meridonlai Section of sclera of Milliuus 
Govinda HyaNne cartilage (Asterisk) Blood 
Sinuses (Arrow) Collagen bundles (c) 


Deep to the layer of hyaline cartilage the collagen 
was arranged in two layers The outer layer seemed to 
form the inner layer 0 f 
penchondnoum and consisted of thin 
and closely packed layer with most of 

the fibres obliquely arranged Deep to 

this a thin layer of thinner bundles of 
collagen mendomally arranged was 
seen This region was seen to be 
blended with choroid The outer layer 
contained numerous blood vessels 
arranged longitudinally and in the 
mendomal plane 

The scleral stroma contained 
collagen bundles of varying diameters 
which branch These branching 
bundles were interdigitating Some 
wee radial and the others longitudinal 
in disposition. Van Gieson’s stain 
showed uniform tinctonal appearance 
The collagen bundles were coarse 
in the postenor part of the eye with 
irregular display wheras these were 
compactly packed and circular in the equitonal region 
The innermost lamina fusca was seen to be formed 
of thin collagen bundles which 
imperceptibly blended with the 
supraciliary and suprachoroidal layer 
This was almost a back zone due to 
melanocytes and pigmented 
macrophages 

A thinner outer eqiscleral zone with 
loose and irregularly arranged 
collagen bundles was seen near the 
equator It contained big vascular 
sinuses, melanocytes and some 
macrophages and lymphocytes The 
extra ocular muscles and their sites 
of attachment were not defined 
Prominence of artenoles, capillaries 
and some venules was worth note 


Fig II Mlciophofograph May (10x100); show- 
Ing choundrocytes (c) scattered and Isolated 
some In nests of two (arrow) and four (arrow 
head) 


Discussion 

Birds are essentially adapted for an 
They have attained, like mammals, thi 
highest degree of specialization ant 
are inferior to mammals only in cerebral organization 


~ ---arc Iiucnuno mamniais only in cerebral orgamzatior 

junctions, by poorly defined musculotendinous junction Their organs are highly developed for their function! 
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eeds eg. anterior hom cells of the spinal cord are 
H tthJy developed and form the widest zone in the 
^fvocal swelling (Intumescence cervicalis) of the spinal 
or d for these cells control wing movements 
homologous with the working hand of man 5 

The eye and its part, the sclera, is also highly 
developed in Millivus Govinda for its habitat and 

carnivorous character. 

The extraocular muscles could not be seen and the 
^scleral space (Layer of loose fibroelastic tissue) was 
absent The bird rotates the head in different directions 
f or visual purposes. In human being there is a well 
developed loose layer of fibroelastic tissue through 
yrfiich pass the highly specialised multi-unit containing 
nmscle fibres to move the eyes in various directions 
w ith stationary head for supplation, shyness, 
beautification or other functional needs In human 
bongs the bulk of the sclera is formed of collagen 
bundles which blend with lamina fusca the dark layer 
The thickness of sclera in kite is mainly because of the 
presence of hyaline cartilage within it. This seems to 
have the important protection to the deeper layers This 
might be important for the kite to attain pinpoint 
accuracy to catch its prey. Perforations are found at 
two sites in the sclera posteriorly and these may be for 
two divisions of optic nerve or one for some other 
structure to pass. Two foveae have been reported in 
ave sclera. 2 It needs detailed further study. Many blood 
vessels present in superficial sclera could be for 
adequate nutrition to the hyaline cartilage by diffusion. 
The empty slits and cervices could be due to artifacts. 
There was no bone in the sclera. It may be that either 
the cartilage does not get ossified in the kite or it had 
not ossified in the specimens observed 6 Presence of 
bony or cartilagenous plates has been reported in birds' 
whereas the same has been reported absent in snakes 
and lizards.; It may be that the bone is absent in kite 
sclera. It has been often and not always reported in 
lower vertebra 9 . 


In degenerative myopia ocular distension and 
increase in axial length of the eye occurs"’" 1 
Extensibility of scleral fibres is of great interest though 
the tensile strenght of the collagen is 10* This could 
be fatal in kite for its mode of dietary habit is dependant 
on accurate eye sight to ensure this accuracy of vision 
Allah might have incorporated hyaline cartilage within 
the sclera to safeguard the eye-against the distensibility 
and increase in axial length 

Cells with rounded nuclei and clear cytoplasm seen 
in the deeper layers could be pigmented cells which 
would prevent entry of light through sclera or could 
have a role of melanocytes as anywhere in the body 
Cells with dark granular cytoplasm with irregular cell 
walls could be macrophages so important apparently 
for this Millivus Govinda who has to face foreign bodies 
stnking the sclera while wading at the fastest speed of 
flying up from the dusty ground to higher in the sky 
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Ab Trw : n * m ' CrOSCO f' C Changes AWm ° rC " spleen were during preset, study. The rals we^Td 

»7//i lithium carbonate/or a period of 90 days. A total of30 animals were used and divided into ‘A and " grouos 

Ten animals mformr group served as a control, whereas 20 animals in group B > were fed with lithium mS? 9 ?' 
Two animals from group A ' and four from group were lalledat inteZlsof^Zoa^ ZweeZZlTh 
effects. The m.croscop.c study of spleen in drug treated animals revealed format,on of interestoia! ,hictn ed 
fibrous septae pervisacular cuffing of central arteriole by hyaline material and old haemorrhages In additwn 
h\ alinuation of splenic follicle and increase in sinusoidal spaces were also observed. 
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Introduction 

Lithium was introduced into medical practice in 
1949 as a salt substitute for patients with cardiac 
decompesation The results were tragic since it led to 
the death of a nuber of patients. 1 
Cade' noted that lithium salts 
calmed a variety of hyperactive 
patients and later it was proved by 
clinical studies to be effective in 
mania 3 

Expen mental studies conducted 
on the dog and rat idicated that 
lithium afffected primarily the 
kidney, with some changes in other 
tissues 4 A light microscopic study 
of kidneys from lithium treated dogs 
showed changes in distal 
convoluted tubules, the collecting 
ducts and the loops of Hcnle 4 Rats 
treated with lithium presented 
changes in the proximal convoluted 
tubules. 5 

Most expenmental studies have 
used high dosage of lithium for short periods. Thus it 
was not known if low dosages of lithium carbonate 
adminstered for long penods would produce changes 
in the structure of vanous tissues Therefore the presmt 


aim was to study the effect of therapeutic dosage of 
lithium carbonate on the rat spleen. 

MateriaJ and Methods 

Thirty albino rats weighing 150 gms on an average 
were used in present study The animals 
were categorised in A and B groups. 
Ten animals in former group received 
usual food and plam water and served 
as control; whereas twenty animals in 
group B in addition to usual food and 
drinkind water received lithium 
carbonate in a dose of 4 gms/100 gms 
of body weight, mixed with flour in the 
form of pallets The process of drug 
administration continued for 90 days 
regularly. Two animals from group A 
and four from group B were killed at 
intervals of 4,6,8,10 and 12 weeks. The 
tissues obtained were processed 
manually. Blocks obtained were 
subjected to routine technique and 
slides were stained with haematoxyline 

Observation 

The spleen of drug treated animals during 4,6 and 
8 weeks revealed an increase in interstitial fibrous septae 
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Fig. NO:l 

Microphotograph of spleen showing 
perivascular cuffing of Central arteriole by 
hyaline material In group 8 animals. 
Stain H and E Magnification: 40 X 10X 
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Fig. NO: II 

Mlcrophotograph of spleen showing 
splenic follicle with hyalinfcatlon In group B 
animals. 

Stain H and E Magnification: 10 X 10 X 


degenerative masses and hyalinization of splenic 
follicles was noticed in later phase of the study (Fig II). 
In addition an increase in sinusoidal spaces and old 
haemorrhages were also observed. 


Discussion 

Effects of lithium carbonate have been extensively 
investigated on kidneys Dates were not available to 
compare our observations on spleen with that of earlier 
workers. 


It has been stated that animals treated with moderate 
to large doses of lithium salts, showed deposition of 
iron containing matenal in spleen, indicative of old 
haemorrhages 1 

Histologically, spleen during present study revealed 
a mild increase in interstitial thickened fibrous septae, 
perviascular cuffing of central artenole by hyaline 
material and degenerative masses associated with 
hyalinization of splenic follicles. In addition an increase 
in sinusoidal spaces associated with old haemorrahages 
was also observed This observation was identical with 
that of Schou (1955). 

The histological changes in spleen could definitely 
affect the immune system of the body after prolonged 
lithium therapy, however this postulation needs further 
investigations and confirmation. 
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High Resolution CT (HRCT) in Active Pulmonary Tuberculosis 


Majid Jahangir, M.P.; M Y. Kharadi, M D; Seema Qayoom, M B B.S; Ajaz Lone, M B B S 


The prevalence and incidence of pulmonary 
tuberculosis is still high in India. Even in the West, the 
trend of decreasing frequency of T.B., has reversed 


disease. HRCT is particularly useful in showing 
small cavities in consolidated areas which may be 
missed on chest radiographs. 

4. Consolidation 


mainly because of the laige number of cases in patients 
with AIDS'. 

Chest radiography remains the first imaging 
technique in the evaluation of pulmonary T.B. 
Determination of disease activity usually depends on 
the detection of acid-fast bacilli in the sputum However, 
acid fast bacilli are found in only 20-55% of patients 
with active pulmonary T.B. 2 and chest radiographic 
findings may be indeterminate In these cases, the 
diagnosis of disease activity is difficult. HRCT is 
currently the most accurate non-invasive modality for 
evaluating lung parenchyma 3 . It is superior to chest 
radiographs for assessing the disease activity The 
purpose of this review is to describe the HRCT findings 
of active pulmonary tuberculosis. 

Bronchogenic spread is the most common means of 
spread in post-primary T.B. 2 Acute bronchogenic 
spread occurs from breakdown of a lobar infection or 
from rupture of an infected lymph node into the 
bronchus 

Plain radiograph does not reveal the small 
centnlobular nodules which represent granulomas and 
are the earliest findings of bronchogenic spread 
However. HRCT shows the following findings. 2 

1 Centnlobular nodules or branching linear structures 
which are 2-4mm in diamteter 

2 Tree in bud” appearance (Fig 1) is seen as multiple 
branching linear structures of the same caliber 
arising from a single stalk. The stalk possibly 
represents solid caseous matenal in the lumen of 
the last order bronchus within the secondary lobule 
whereas the terminal tufts possibly represent a 
combination of (i) solid caseous material within the 
bronchioles and alveolar ducts and (ii) centnlobular 
nodules. 


5. Bronchial impaction. 

In 2-6% of primary T.B., the hematogenous spread 
of viable bacilli result in Miliary T.B. Miliary TB 
can occur in post-primary T.B. when the hosts defense 
mechanism is overwhelmed. In the early stages of 
miliary T.B., chest radiographs may appear normal 
Follow-up radiographs obtained a week or more later 
usually shows a poorly defined haze through both the 
lungs. Typical nodules of l-2mm became recognizable 
even later. HRCT even in early stages shows poorly or 
well defined l-2mm nodules widely disseminated 
throughout the lungs in association with diffuse 
reticulation 2 (Fig II). The findings differ from 
bronchogenic spread as follows: 

i. The nodules are of uniform size. 

ii. The nodules are evenly distributed throughout the 
lungs and bear no relation to the airway. 

iii. There is no associated bronchial wall thickening 
Although these findings are highly suggestive of 

miliary T.B , numerous disease entities in addition to 
T.B., can result in miliary disease, especially in 
immunocompromised patients*. This includes both 
fungal and viral infection as well as other non-infectious 
granulomatous diseases such as sarcoidosis. 

The sum up, HRCT provides valuable information 
about disease activity especially in patients in whom 
recent reactivation of the disease is suspect ed. 

_ For Fig I & II turn to page 247 _ 
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Y ung man or 22 years presently with intermittan dysphagia both with solids & liquids, with occasional H/O 
Aj-tation of fluid from mount. 

C^Uru 031 examinations was normal. Investigations done are - 


1. X-Ray chest 


2. Barium swallow oesophagus (1995). 



4. Oesophageal Manometry. 


3. Barium swallow oesophagus (1997). 247 
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Letters 


Cholera in Ukraine 

Vibrio cholera 01 biotipe El Tor, the agent 
responsible for the seventh cholera pandemic which 
began in 1961. continued to spread in all regions of the 
world'. One of the biggest outbreaks of cholera in 
Europe were registered in Ukraine m 1994-1995. 

Outbreaks of cholera was last reported in Ukraine 
in 1977. The country remained cholera-free until 1991, 
when epidemic cholera emerged explosively in several 
large urban centers (Odessa, Nicolaev, Herson), 1994 
being the most unfavourable of last 70 years. 

The surge in autochthonous cholera cases in Europe 
may be attributed to fundamental hygenic and social 
changes, especially in Eastern Europe, that are affecting 
public health and sanitation infrastructures Another 
important factor is the increased movement of 
populations, such as migrant workers'. 

The main factors that provoked the epidemic 
situation in Ukraine were soa a I ones: deficit of drinking 
municipal water, discharging of municipal sewers into 
rivers and harbours adjacent to fishing the washing 
places, selling of food in poor sanitary conditions and 
others. Biologic factors may also increase the 
susceptibility of the affected population 2 . Decades of 
epidemic cholera have immunized much of the 
population of eastern India and Bangladesh, while there 
has been no such exposure in Ukraine in this century. 

In 1994, in Ukraine of the registered 845 cases of 
cholera. 22 patients died, the mean case-fatality ratio 
was 2 6%. In Nicolaev and the Crimea (the sea-side 
regions) cholera outbreaks took place at the same time 
The main factor of cholera transmission in Nikolaev 
was fish, in the Crimea drinking water The further 
spread of cholera throughout the country was caused 
by the transmission of V.choleraefrom region to region. 
Only in the Chemovcy region cholera was imported 
from Turkey It is worth while to note that the two main 
centers of cholera (the Crimea and Nicolaev region) 
were mainly restricted to one mouth As a result of 
quick performed survalliance measures there were no 
large outbreaks in other regions in spite of cholera 
spreading throughout Ukraine and unsatisfactory 
municipal organization of population areas. Duration 
of cholera outbreaks was three months (September- 


November). 

In 1995, in Ukraine ther were registered 525 cases 
of cholera and 399 vibrio carriers Cholera was spread 
in 9 cities and 21 regions The duration of cholera was 
4 months (June-September). In 1995 the mean case- 
fatality ratio was 1.9%. 

Epidemic analysis showed that among sick men 
patients of older age outnumbered. The late arrival of 
the sick man to the doctor did not permit the quick 
liquidation of outbreaks. For example, in Nicolaev 
region only 26.1 % of patients called for doctors for 
first day of disease, 32.8% -for second day and 41.1% 
for third day and later. 

It is well known, the people with bad health, old 
age and non-hygenic persons suffer from cholera more 
often They fall ill due to not only infection in 
antisanitary conditions but also due to maximum doses 
of vibrions in infected water and food. More over, such 
persons have weak immune defences Among patients 
with cholera alcoholics and tramps consisted 20%. 

There were many older patients (25.2%), that 
brought cheap food with low hygiene, thus, in Nicolaev 
region in that period of year food of low hygiene was 
fish from different parts of the river polluted by sewers 
As the result, among 23 old patients, fallen ill in the 
first 5 days of outbreak. 17 were infected by fish. 

Fish was the product that was the main factor of 
transmission and caused 67.9% of cases. Other foods 
were the transmission factors in 7.6% of cases, washing 
in rivers- 7.1 %. In the same time, the role of vegetables, 
fruits, beverages and municipal water was not so 
prominent (accordingly 0.8%, 0.5% and 0.2%). 

Pavel D Kiritchenko 

Vinnitsa State Medical University. Vinnitsa-28601£ Ukraine 
References 

1. Cholera in 1994. Wldy Epidem. Rec., No. 28. 1995, 
pp.201-208, 29, 1995, pp. 209-211. 

2. Robert V. Tauxe, Paul A. Blake. Epidemic cholera in Iatia 
America JAMA. 1992; 267(10): 1388-1390 


219 


Vol. 4 No. 3, July - September 1997 




JK ~ PRACTITIONER 


‘Dermoepidermal junction in Human 9 

The structure of dermoepidermal junction has been 

.jed before and this juction was named as basement 
brane 1 to the site of attachment of dermis with 
^idermis. Verfilzungszone concept 2 was introduced 
insisting of tangled aigyrophilic reticulum fibres lymg 
between the epidermis and dermis and cytoplasmic 
rocesses of basal cells entered this zone. The different 
epidermal cell types i.e., basal keratinocytes, 
melanocytes and markel disc all comprise a portion of 
the said junction. Light microscopy shows this basement 
membrane as a homogenous band of .5 um to 1 um 
thickness. Impregnation with silver nitrate reveals that 
there is a mesh work of reticular fibres in the dermis 
near the said junction. 

The tissue for the study of dermoepidermal junction 
was obtained from the skin of the abdominal wall of 
human beings. The tissue stained by H&E revealed 
fine collagen fibres passing from superficial zone of 
papillary layer of dermis towards the stratum basale. 
The basal cells had the finger like cytoplasmic processes 
on their dermal side The collagen fibres were seen 
interdigitating with cytoplasmic processes like two 
brushes with bristles. Some of the collagen fibres had 
eosinophilic continuity in the cells of stratum basale 
extending to the deeper layer of the cells of the stratum 
spinosum. Often the dermoepidermal junction 
comprised of two zones. In the dermal papillae few 
Meissner’s corpuscles were seen enveloped by the 
papillary layer of dermis. 

Few fibroblasts were seen all along the said junction. 
With Gortan and Sweets stain same findings were 
confirmed and collagen fibres appeared as yellow. The 
reticular fibres appeard as black and were seen arising 
from dermis and were seen to proceed towards the 
cytoplasmic processes of basal cell. Characteristically 
these black fibres were not seen to proceed in between 
the cells of stratum basale. These reticular fibres 
branched and rebranched before talking part in the said 


junction. With Van Gieson stain same findings were 
seen but collagen fibres appeared as pink like H&E 
and epithelium as yellow. The present study showed 
the presence of mostly collagen fibres. Some reticular 
and elastic fibres were also seen. The black fibres were 
reticular 3 however the black fibres could be both elastic 
or reticular histologically 4 This concludes the presence 
of all three types of fibres at the dermoepidermal 
junction. 

One of the worker was of the view that only reticular 
fibres are seen at the dermoepidermal junction, as the 
reticular fibres are held to be immature collagen fibres, 
the two could be the same structure and in the human 
the collagen fibres are prominent, but another worker 
was of view that both elastic and reticular fibres are 
present at the said junction. The findings of present 
study are identical with Ahad 5 who studied the 
dermoepidermal junction in buffalo and found all the 
three types of fibres with collagen fibres predominating 
extending upto the deepest layer of stratum spinosum 
The cells of stratum basale were loosely packed to 
accommodate the passage of fibres. Further some 
melanocytes existed between the basal keratinocytes. 
Fibroblasts and keratohyline granules were seen in 
abundance at this junction 

Nasoer Syod Mir MS. Abdul Ahad MS 

Deptt. of Anatomy. Govt Modical College Srinagar 
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Toxoplasmosis in Bad Obstetric Cases 


It is well known that toxoplasmosis infetion in 
pregnant women is responsible for foetal wastage like 
abortions, still births, prematurity and congenital 
malformed foetus Bern rschbe and Robb 2 toxoplasmosis 
as one of the diseases comprising of TORCH comple 

200 cases studied compnsed 150 BOH and 50 
normal cases. A detailed history, with particular 
reference to lymphadenopathy, pyrexia of unkonwn 
origin, consumption of certain foods and contact with 
pets was made. 

Indirect haemagglutmation test was used as a sero 
diagnostic marker to find out the incidence of 
toxoplasmosis in patient with cliniclly suspected cases 

Relation of age, parity, socioeconomic status was 
not statisticallysignificant Of the 150 bad obstetric 
history, 19 (12.6 percent) cases had positive indirect 
haemagglutmation test whereas only 1 case was found 
positive in normal groups. 

The incidence of positive indirect haemagglutmation 
test was in 12.6 percent in cases of bad obstetric 
history group as compared to 2 per cent in normal 
group The results are compared with other studies in 
Table I. 

Positive test indicates that the patients is exposed 
to toxoplasmosis infection. This postulates womm have 
encysted foci in uterus, which are ruptured by 
advancing trophoblast after conception both in early 
as well as late pregnancy resulting in habitual abortion, 
premature birth and still birth, or congenital 
malformation of foetus. 

It is concluded from the study that toxoplasmosis 
infection of mother plays a decisive causative role in 
bad obstetric outcome like abortion, still birth, 


prematurity and congenitally malformed babies. 
Serological test should be carried out routinely in all 
pregnant patients so that proper treatment could be 
started in time Long term follow up study will be 
required in these positive case undergoing specific 
antitoxoplasmosis therepyto not the sequential changes 
in antibody levels and to known the outcome to 
treatment on subsequent pregnancy. 


Table I 


Author 


Incidence of+ve 
IHAT V* in BOH 
Group 


Prakash Prema Chowdhary* 

(1986) 28 0 

Hingorani et aj (I970)» 14 0 

R.C. Mahajan of al (1981) 4 9.3 

Present study J2 8 


Incidence of 
IHAT % in control 
Group. 


33 

49 

70 

20 


In order to prevent infection all pregnant women 
should wash hands properly after contact with soil and 
eat well cooked meat like Chinese tradition of cutting 
into small bits to asume sufficient cooking to destroy 
T. gondia cyst 5 . 


Wazira Khanam MS (Govt Medical College) Bushrat Nabi 
BUchh (SLIMS) Asima Rashid (JVMC). Srinagar 
Kashmir ' 
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Syncytial Knots Related To Placenta 


In all mature placentae focal protuberances of 
syncytial nuclei are seen on may terminal villi. These 
knots are absent in the young but are invariably present 
in the mature pacentae. They have been considered as 
a manifestation of syncytial aging. 1 Occasional 
syncytial knots were seen in premature placentae. 2 The 
presence of knots were also reported in post mature 
placentae. 3 

The present study was conducted on 100 placentae 
collected from labour room of full term deliveries. After 
gross examination serial sections were taken from both 
the peripheral and central area of placentae. Each 
Section of 3-5 mm thick was fixed in 10% formal saline 
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the tissue were washed under 
oVef ^ tao water. Tissues were then dehydrated Blocks 
fXff1fUng ^ 5-7 micron thickness sections were stained 
'"’fmiliches haematoxylin and eos.n 
^ ITie Syncytial knots were depicted as areas of 
with clumped nuclei 

syn 100 cases studied, the knots were absent in 79 

10 . lrt , n other 21 cases they were present in varying 
cases oui 

pr °AoDroximately 30% of villi show presence of 
A ytial knots. Syncytial knots count can be 
Wished as an index of placental maturity. 

Syncytial knot count above 40% is an indication of 

^NTrelationship was demonstrated between 
nlacaital weight and syncytial knot count. 

P syncytial knots variously termed ‘Buds’, clumps’ 
‘knots’ are a heaping together of syncytial nuclei 
°Lmsed in such a way that a focal knots or clamp is 
° Wait at one or more points on the villous surface. 
Increased tnadence of syncytial knots has been reported 


in toxemia of pregnancy 5 

High incidence of syncytial knots were also present 
in multiparous women particularly more so increased 
with maternal age Very few knots were seen in the 
villi of pnmigravidas. 

Shaheen Shahdad M S; Kulbu Kour M S; GuUm Hassan M S 

From the Department of Anatomy. Government Methcal Srina¬ 
gar. Kashmir 
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Management of Hypertension: 
Gender Considerations 


Ashok Panhar MD, DM ; Gazanfar Ali MD; 


Introduction 

Hypertension is widely recognized as the most 
prevalent cardiovascular disease all over the world 
especially in United States where it affects 
approximately 43 million people of whom 50% are 
women'. Cross sectional analysis reveals that 
hypertension overall affects about 20% of the 
population world over 2 - 3 . Hypertension is the leading 
risk factor for cardiac dysfunction and a major 
determinant for development of cardiac, renal and 
cerebral disease. The hospital medical oupateints are 
having majority of hypertensive population, and it is 
reported as number one reason for prescription and drug 
administration 1 . Despite our increased knowledge about 
the pathophysioloyg and importance of diagnosing and 
testing hypertension, the blood pressure control rates 
remain poor*- 5 . The temporal profile of hypertension 
differs in different subgroups particularly the sex 6 and 
race'. The reported studies in the management of 
hypertension do not differentiate between men and 
women with respect of efficacy of therapy, adverse 
effects or the long term clinical benefits The present 
available literature on the subject generates significant 
controversies regarding the optimal management of 
hypertension in men and women 

General Consideration 

Coronary artery disease (CAD) which is a frequent 
complication of hypertension causes 50% of all deaths 
in developed countries and it accounts for nearly 30% 
of all deaths among women, thus representing the 
leading cause of death in women 8 ’ 9 . The effects of 
hypertension are similar in both sexes, although women 
develop less target organ damage, for similar degree of 
blood presure elevation. The CAD risk due to 
hypertension in women approaches 70% thus exceeding 


the risk of 60% in men 10 . Since the mortality from CAD 
and myocardial infarction (M I) is significantly worse 
in women than in men”, an individualized and 
aggressive management of hypertension is warranted 
for both primary and secondary prevention Recent 
metaanalysis examining the literature on reduction of 
hyperlipedemia in women, there is no evidence that 
cholesterol lowering improves total mortality in women 
contrary to the proven risk reduction in men There are 
only limited trials that show that treatment of 
hypercholesterolemia in women with co-existing CAD 
may decrease mortality 12 ’ 13 . These studies have incrcsed 
our awareness about the diversity and importance of 
gender consideration in the treatment of hypertension 
and CAD. 

Management 

The ideal treatment strategy for hypertension in 
women starts with non-drug treatment as proven life¬ 
style modification, adeqate weight reduction, moderate 
physical activity and maintaining dietary sodium 
restriction. Secondary causes of hypertension should 
be excluded. Monotherapy with selected 
antihypertensive may be instituted in addition to 
behavioral modifications. All agents should be selected 
on the individual women’s cardiovascular rish profile 
and be given in th lowest effective doses. 

Diuretics 

They have been used most widely and extensively 
studied antihypertensive agents in women. Early stdies 
using large doses of diuretics (750 Mgm of 
hyprochlorthiazide) revealed adverse metabolic effects 
and raised concerns about the long term safety of these 
agents' 4 , but when used in lower doses it has no such 
effects and except B. blockers, there is little information 
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morbidity and mortality reduction with other 
Ol edications as compared to diuretics. The use of 
H^tfogens-replacement therapy in postmenopausal 
^omen for prevention of osteoporosis is established 16- 
„ use of thiazide diuretics may also enhance bone 
mineral density by reducing the unnary excretion of 
calcium In a recent meta-analysis of the published 
literature, current thiazide users (men and women) 

eared to be protected against hip fractures with an 
^dds ratio of0.82 (95% Cl, 0.73-0.91). Similarly, long 
term thiazide use was found to be protective against 
fractures (odds ratio 0.82m 95% Cl 0.62-1.08). the 
overall benefit was about a 20% reduction in fracture 
risk in all users 20 . There is expenmental evidence to 
suggest that thiazide therapy and estrongens may have 
complimentary actions in minimizing bone loss. In the 
rat moidel, there is a two fold increase in density of 
thiazide diuretic receptors in the female kidney as 
compared to males. This difference is significant 
minimized after ovariectomy which results in a decline 
in receptor density by 20% 2 '. This model has significant 
clinical implications, in that protection against 
osteoporosis and fractures, in patients taking thiazides 
may be more substantial in presence of estrogens. In 
addition, premenopausal women or those taking 
estrogen replacement therapy may require lower doses 
of thiazides, thereby reducing side effects when 
compared to postmenopausal women or to men Hence, 
thiazide diurectics seem to be a good choice as 
antihypertensive in premenopausal women 

Beta-adrenergic antagonists 

These agents improve morbidity and mortality in 
tested hypertmsive patients. There are available studies 
reporting comparative improvements in outcome 
between men and women with similar dosing 
strategies 22 - 24 . Whether B blockers in presence of 
estrogens, impart cardioproctection is unknown. 
Nontheless B-ardrenergic receptor antagonists are 
probably most useful in women who have experienced 
a prior myocardial infarction or who have tremors or 
rrugranme headaches. 

Angiotensin-converting Enzyme Inhibitors 

There are no clinical studies which have examined 
the relationship between ACE inhibitors and gender in 
humans. Preliminary experimental data in rodents has 


shown interesting interactions between the renin- 
angiotensin aldosterone system, specifically ACE and 
estrogen and androgens The expression of messanger 
RNA for renin in certain systems is increased by 
androgens The estrogen modulates the activity of renm- 
angiotension-aldosterone system by separate 
pathways 25 . Seltzer et al 26 demonstrated that 
Ovariectomy resulted in a significant increase in ACE 
activity as well as increased angiotensin-I receptor 
numbers and binding Since this receptor is responsible 
for a majority of angiotensin II induced 
vasoconstriction, the loss of estrogen with ageing may 
contribute to hypertension by this mechanism In 
addition, these effects were completely reversible after 
estrogen therapy. 

Many other expenmental datas 2 have given the 
mechanism of antihypertensive and cardioprotective 
effects of estrogen in women and also help guide 
therapeutic decision making regarding the optimal use 
of ACE inhibitors. With regard to menopausal status 
it could b interpreted that, in presence of estrogens, 
lower doses of ACE inhibitors should be the first-line 
therapy in hypertensive women, particularly those with 
diabetes and protemuna and those with congestive 
cardiac failure 

Calcium Anatgonits 

The Amlodipine cardiovascular community trial 
(ACCT) showed a significant decreases from baseline 
for both systolic and diastolic blood pressure in women 
treated with amlodipine compared with men 28 . This 
response remained reproducible despite adjustment for 
age, baseline blood pressure, weight or dose. There 
was no apparent association with the presence or 
absence of harmone replacement. Though, estrogens 
have a direct inhibitory effect on the inward calcium 
currents in physiological models, the relative 
importance of this finding is unclear. The calcium 
antagonists are very effective agents particularly in 
women and those with expanded plasma volumes and 
angina. 

In conclusion, there are similarties between men and 
women with respect to the underlying pathophysiology 
of hypertension and its sequalae but important 
differences are being discovered in its incidence, 
subsequent target organ damage and mortality between 
men and women. Hence, gender specific approach to 
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hypertension should be undertaken It is to be kept in 
nund that estrogens give cardioprotection and they also 
sensitize tissue to certain antihypertensive agents which 
will hense, require lower dosing 
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^p.Care Management of Asthma 


ParvezA. MirM.O 


10 The pas* few years have produced an enormous body 
f literature redefining the inflammatory processes and 
° ' 1 pathophysiology of the acute and chronic nature 
fthis disorder. Yet contrary to the improvement of the 
° ocesses involved, the mortality of acute Bronchial 
^sthma has been rising in the U S and other parts of 
Jhe world. In the U S. currently their are 4,000 deaths 
annually, directly related to asthma The causes of 
increasing mortality are poorly understood, but are 
largely attnbuted to under use of corticostenod therapy 1 
The 1990 economic. Pediatricians and family 
physicians need to understand the step-care 
management of this serious entity, as much as lung 
specialists do. 

Definition 

Newer, more accurate definitions of asthma focus 
on asthma as a primary inflammatory disorder with 
clinical manifestations of increased non-specific 
bronchial hyperactivity (BHR) and airflow obstruction 
secondary to this inflammation. In fact, measured BHR 
and other symptoms, requirements for bronchodilators, 
and diurnal peak expiratory rate flow (PEER) 
variability have come to be considered indirect 
measurements of the degree of airways inflammation 
present in any given patient. The pathology of asthma 
is described in Table I. 

Table-1 

Pathology of Asthma 

Inflamma tion. Tissue injury, and Repair 

Increased number of inflammatory cells 
Lymphs, Eos, PAM, Mast, Baso, PMN 
(Mediators of inflammation) 


Microvascular congestion 

Plasma leakage and edema 

Airway epithelicl shedding and denuded mucosa 

Subepithelial collagen deposition 

Airway Plugs 

Increased mucus (goblet cell, mucus gland, 
hypertrophy) 

Plasma 

Inflammatory cells and debns 
Sloughed epithelial cells. Creola bodies 
Thickened airway walls 
Inflammatory cell infiltrate 
Vascular congestion, edema 

MGH (mucosal gland hypertrophy), goblet cel 
hyperplsia 

Subepithelial fibrosis thickening 

Smooth muscle cell hyperplasia. hypertrophy(?) 

Classification of Asthma 

Etiological classifications of asthma have included 
such categones as extrinsic or allergic asthma, intrinsic 
asthma, occupation asthma, exercise-induced asthma, 
and drug-induced asthma. Because common 
pathogenetic pathways are now being recognized and 
common therapeutic approaches are being formulated, 
both the National Heart Lung and Blood Institute 
(NHLBI) and The International Consensus Report have 
adopted seventy-based classifications Seventy-based 
asthma classifications utlize a vanety of parameters 
including signs and symptoms, frequency of nocturnal 
asthma; exacerbation frequency, emergency room visits 
and hospitalizations; objective measurements of PEFR, 
and the use of beta-2 inhaled bronchodilators on needed 
basis. Such paremeters correlate with airway 
inflammation. Table II demonstrates the classification 
of asthma, based on seventy. 


JK - Practitioner 1997; 4 (3): 226-229 M 

rron the D.p.rOmnt of Pulmon.ry .nd Crtttcol C.r., New-York (Cro.II) Ho.plt.l .1 Brooklyn P«v« A Mir 

Received, May 1997 Accepted June 1997 

Coneqxmdene* Address : Parvez A Mir, Attending Physician, Pulmonary & Critical Care, New York (Cornell) Hospital at 

Brooklyn 


226 


Vol. 4 No 3, July - September 1907 







Table D 

Classification of Asthma Severity 


Asthma Seventy 

Mild 


Moderate 


Severe 


Clinical Features 
Before Treatment 

Intermittent, brief symptoms 
<1-2 times a week 

Nocturnal asthma symptoms 
<2 times a month 
Asymptomatic between 
exacerbations 
Exacerbations > 1-2 times 
a week 

Nocturnal asthma symptoms 
>2 times a month 

Symptoms requiring inhaled 
beta 2 -against almost daily 
Frequent exacerbations 
Continuous symptoms 
Frequent nocturnal asthma 
symptoms 

Physical limited by asthma 


Hospitalization for asthma in 
previous year 
Previous life-threatening 
exacerbation 


Lung Function 

PEF>80% predicted at 
baseline 

PEF variability <20% 

PEF normal after 

bronchodilator 

PEF 60%-80% predicted 

at baseine 

PEF variability 

20% - 30% 

PEF normal after 
bronchodilator 
PEF < 60% predicted 
at baseline 


PEF variability > 30% 

PEF below normal 
despite optimal therapy 


Regular Medication 
usually required to maintain 
control 

Intermittent inhaled short-' 
acting beUj-against as needed 
only 


Daily inhaled anti-inflammatory 
agent 

Possibily a long-acting 
bronchodilator especially for 
nocturnal symptoms 


Daily inhaled anti-inflammatory 
agent at high dose 

Daily long-acting 
bronchodilator especially for 
nocturnal symptoms 
Frequent use of systemic 
corticostenods 


Goals of Therapy 

• Recognize asthma 

• Institute a comprehensive and effective management 
plan 

• Arrange follow-up while monitoring 

• Maintain a high quality of life for the patient, 
unencumbered by asthma symptoms, prevent acute 
exacerbation’s with their attendent mortality, 
morbidity and complications. 

• Return patient to stable best by rescue therapy 
during exacerbation’s. 

The quest to achieve these goals along newly 


acquired knowledge has changed the management of 
asthma. Recognising that asthma is a chronic 
inflammatory airway disease has lead to a primary 
pharmacotherapy with long-term anti-inflammatory 
agents, especially corticostenods Because of safety 
date, (3-2 adrenergic agonists are now used 
intermittently and as required to treat asthma symptoms 
such as bronchospasm. Objective measurements of 
airflow obstruction like peak-flow and FEW-1 
measurements. Patient education and self-monitoring 
allow personal management of chronic therapy and 
many acute exacerbation’s, and focus on avoidance of 
environmental triggers as well. 
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EXACERBATIONS OF ASTHMA IN ADULTS 
EMERGENCY DEPARTMENT MANAGEMENT 


JK ~ PRAC TITIONER 


INITIAL ASSESSMENT 

History (H*) 


Physic*! MimmUon (PE) us* cl 

acessory muscles. heart rate 
Peak flow detorminabon (PEER) sp-'Ome*y 
(PEVl) 

Arterial blood gas (Af»G) if patent is eihemis 


RF r «’IRATOnr ARREST 
'nsubaton and mechanical venblabon 
Nebulize-1 or parenteral 

bo la 2 'porosl b'onchod'lators 


INITIAL TREATMENT 

InKaled b*ta2-agootst broochodi'ators « 3 doses ova* SO to 90 minutes (if PEER 
•s over 90% baseline after first dose, addibonal dose nol necessary 
. Supplemental onygen 

For all patent* 

For all patient* if onmeter not available 

Consider systemic steroids to» those not responding immediately to bronched lator 
end for toose already taHng regular oral cortco*te*o<d* 


CONTINUE ASSESSMENT 
. History. PEFR. PE 

In secelectcd patents AOG. complete bfood counL 
chest *-ray. theophjilme concentration. seoim 
potassium 


OOOO RESPONSE 

H* and PE: 

1 ) no wheeling and 
shortness of breath 
PEFR or FEV1 > 70V. 
baseline 


INCOMPLETE RESPONSE 
H»and PE 

. mild wheezing or shortness ot 
breath persists <PEFR or FEVI >40% but 
<70% 


DISCHARGE 
Corbnuc medication after 
discharge, consider corticosteroids 
Close medical follovnjp 
Patent education 


POOR RESPONSE 


RESPIRATORY FAILURE 
Hi and PE 

a) eit/eame distress 

b) impaired consciousness 

c) sever* v.heezes or 'silent* chest 

d) PEFR or F6VI <25% and PCQ2 >4QmmHg 


CONTINUE TREATMENT 
. houfly Inhaled beta2 agonist 
begin systemic cortlco>terlods In 
most Instances 


CONTINUE ASSESSMENT 
Mi PEFH 
PE 

a) In selected patents A0G. 

b) complete bfood count 
pj ehesl i ray 

d) theophylline concentration 

e) serum potassium 


Ms and PE: 

• marked or deluse 
wheezes or shortoess of 
breath persists 2-PEFR 
or FEVI <40% 
CONTINUE 
TREATMENT 

a) hourly inhaled 
fccta2-agom*l 

b) begm systemic 
cciticosteroids 


Evaluate Fo« Hospital 

Admission 


AOMIT TO ICl^ 

- begin systemic cortcosteroids 

• liemem inhaled beta2-aflon.st 

• possible intubation and mechanical 

vrnbla&on 


Incomplete assessment 


Good Response 


DISCHARGE HOME 

COKTMUt TKWieMT ST MOUf. WCLUOeiC 
a cows* or svetuec co*ico»tpoot 
asu MtoKM. rocLOw-ue 
ret on cducaton 
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Individualized decision re hospitalization: 

• severity of dymptoms 

- severity of airway obstruction 
. past history of sever# asthma 

. prolonged symptoms before visit 

- multiple medication usefsterolds use al time of 
exacerbation 

• access to medical care and medications 


—1-j 


Discharge Hume 

- Conbnue seatment at hcm t consider 

systems and CWlKtA'S "d* 

• dose medicason '• t's*- •- 

- patent educat-on 

POOR RESPONSE 



Admit to hospital 
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Pharmacologic Therapy 

Pharmacotheraphy is the cornerstone of asthma 
management. Anti-inflammatory agents like 
corticosteroids and cromolyn, suppress the primary 
disease process and its resultant BHR Bronchodilators. 
such as 3-2 adrenergics, anticholinergics and 
theophylline, relieve the major symptoms of asthma 
Because asthma is a disease of the airways, dosage via 
inhalation is preferred to oral or systemic theraphy 
This mode of delivery also bypasses the other body- 
systems and systemic side-effects are minimal with this 
mode of delivery. Patient-training and and coordination 
are required to maximize the efficacy of these agents. 
Spacing devices enhance the delivery of aerosolize 
medication and reduce the systemic side-effects of 
inhaled corticosteroids Spacing devices diminish the 
hypophyseal-pituatary-adrenal (HPA) axis suppression 
of high-dosed inhaled corticosteroids, corticosteroids 
are clearly the most effective antiinflammatory agents 
available and their used had an important reduction in 
mortality and morbidity. Systemic corticosteroids have 
a dramatic effect during acute exacerbations but have 
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devastating side-effects in chronic management of 
asthma, where the inhaled form is the preferred mode 
of delivery as aforementiond 

3-2 adrenergic are the most rapid and effective 
bronchodilators They are the drng of choice for all 
types of acute bronchospasm and when given 
prophylactically, they protect from all 
bronchoconstrictor challenges. It is important to 
remember that all these agents do not prevent the late 
airway response Recently the increased use of these 
agents has been held responsible for increase in 
mortality of asthma Regular, heavy use of these agents 
by a patient signals inadequate control of underlying 
bronchial inflammation. In such unstable patients 
increasing doses of 3-2 adrenergics alone may be 
counterproductive or even dangerous The flow-sheet 
shown on the next page shows a step-care management 
of asthma. This is the recommended protocol, based 
on the N H L.I guidelines and we have adopted them 
in our emergency room with success over the past six 
months or so. 
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rv of Nosocomial Infection control at a large Teaching Hospital 
Efficacy 


^ Amin Tabish M B B S; M.H.A 
-—j^J^Tnosocomia! infections are diseases of medical 
s and the ever incressing orientation of modem 
jSjne’to technologically sophisticated procedures, 
hoth diagnostic and therapeutic, makes it likely that 
tterisk of patients acquiring infection in the hospital 
*|| continue to exist. Increasing awareness and 
demands on quality assurance in medical care has 
.fought the subject of nosocomial infections out of the 
closet into sharp focus The medical Fraternity, all over 
the globe, is realising that these infections are 
significant causes of human morbidity and mortality 
~On an average, nosocomial infections have a 
mortality rate of 1 percent and contnbuteto the dealth 
of at least additional 3 percent of cases. In the United 
States alone, an estimated 2 million cases of nosocomial 
infection occur annually which result in approximately 
20,000 deaths and contribute to the motrtality of 

additional 60,000 patients. 

The problem of such infections in India is one of 
the considerable magnitude and potential risk 
Nosocomial infections affect the outcome of patient 
care in terms of length of stay and cost of treatment 
The incidences of consequential deaths are also 
substantial 

The spectrum of microorganisms recognised to be 
important nosocomial pathogens has expanded 
considerably. Opportunistic infections caused by low- 
virulances bacteria and fungi are becoming common. 
Respiratory viruses have gained increased recognition 
as causes of significant morbidity when acquired dunng 
hospitalisation viruses transmissible in blood are also 
of concern. Gram negative bacilli are the leading cause 
of infetions. Many of these organisms, especially 
pseudomonas and Klebsiella, require minimal nutnients 
and are able to establish reservoirs in the inanimate 


hospital environment as well as in patients As a result 
of the wide spread use of the antibiotics, resistances is 
a common problem 

Among gram positive coca staphylococcus aureus 
is one of the most important pathogen Multiple 
antibiotic resistant strains of staph aureus have 
appeared in many hospitals in Europe and North 
America in recent years and have been responsible for 
epidimics of infections, pnmanly in cntical care units 
These strains are generally resistant to all B-lactum 
agents and often to erythromyan, clindamyan and the 
aminoglycoisdes as well. 

Gram negative bacilli develop resistance to 
antibiotics more readily than Gram positive cocci 
Resistance among Gram negative bacilli is mainlv 

plasmid (R factor) mediated 

Cross infection with single strains has occured in 
South Africa, USA. Middle East Europe and UK and 
these arculating strains may contribute 50-60% of all 
isolates of staph aureus. 

Mortality rates from nosocomial infections in infant* 
are about 3%: for those with a birth weight 1000 gms. 

18 to 45%, and those with a birth weight 2000 gms. - 
to 12% These mortality rate figures could be much 
higher in India, in US, well baby nursery infection rates 
are usually 1%, while those reported in neonatal 
intensive care units range from 5 0 to 30 4% (mean 
22.5%). Blood stream infections and Pneumonia are 
most common. Surveillance can offer ways of 
preventing hosptial acquired infection Identification 
of these infections and analysis by ward, therapeutic 
factos, and susceptibility will provide a continuous 
indication of the extent of the problem Once the usual 
rates of infection by ward and procedure are known, it 
is easy to indicate small out breaks-often before large 
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ones occur. Identification of high nsk patients and of 
those likely to disseminate infection, high risk 
employees and those likely to disseminate infection 


2 2. Sister Incharge post-oprativc ward 
2.3 Sister mcharge Neonatal unit 
2 4 Resident doctors of Surgical units 


should also be identified. High-risk suceptibles and 
spreaders should be treated in special ways to limit 
their capacity to spread infection. 

Objectives of the study 

A study was undertaken at the All India Institute of 
Medical Sciences. New Delhi, to define the problem of 
hosptial-acquired infection and develop methods of 
ascertaining the incidence and prevalence The study 
w as also directed towards the development of “Hospital 
Infection Control Machinary'*, which could serve as 
an information and decision making system for 
surveillance and control of hospital acquired infection. 
It was envisaged that any reduction in the number of 
outbreaks of hospital cross-infection and also the 
severity of each outbreak, will improve hospital 
productivity in qualitativeas well as quantitative terms. 
This will also enable the hospta! management to achieve 
the following objectives 

a) That the physical, emotional and economical stress 
to hospitalized and their families will be minimized 

b) that the stay of the patients in the hosptial will be 
reduced, making it possible to treat more patients 
without any increase in the bed complement 

c) that the scarce resources of the hospital, 
compulsanly utilised towards the prophylactic and 
therapeutic use of anti-microbial agents, will be 
conserved, and thus increasing hospital productivity 
further 

Materials and Methods: 

I Following Records were consulted 

I 1 Policies and procedures of Hospital Infection 
Control Committee (HICC). 

1.2 Post oprative Hospital Acquired Infection 
records at ALMS for a period of five years 
(1986-1990). 

13 Yearly data of nosocomial infection of 
neonatal unit 

1 4 Yearly data of organisms percentage 
15 Annual data of Antimicrobial sensitivity. 

2. Personal intemews/questionnairs 
2.1 Hospital infection control Nurse 


Observations anj Discussions 

The incidence of nosocomial infection has been on 
decline due to the effective and timely measures taken 
by HICM (Hospital Infection Control Machinary) for 
the prevention and control of hospital acquired 
infections The Nosocomial infection rate at ALIMS 
in 1985 was 3 43%. in 1986 3 27%. m 1987 2 58%. m 
1988 2.41%, and 2.17% in 1989. surgical unit II has 
the highest infection rate (6 88% in 1989-00) followed 
by Gynecology (4 50% in I989-Q0). G I Surgery and 
Orthopedics have lowest infection rate (0 85% and 
0 86% respectively in 1989-90) there has been a 
significant decline in the infection rate of surgical unit 
IV from 6 85 in 1988 to 3 15% in 1989-QO. and 
paediatric surgery from 5 71% m 1985 to I 01% m 
1989-90 The incidence of nosocomial infection in 
Neonatial unit has declined from 3 1 3% m 1988-89 to 
I 56% in 1989-90 

The micro-organisms responsible for most of the 
infections at this institute are psoudonionas 61 4% and 
Staphylococcus Aureus 38 6% followed by kleibsella 
and E Coli 

The use of disposables have undoubtedly helped in 
bringing down the nosocomial infection rates at this 
Hospital. A speciality (CVTS) that uses only 
disposables has much lower hospital acquired infection 
rate (2 01%) as compared to other patient care areas 
that partially use disposables The trend towards greater 
use of disposables will further decrease the danger of 
cross infection 

It has been observed that the nosocomial infection 
rate is moe in some patient care areas due to following 
reasons: 

• Overcrowing 

• No handwashing with antiseptic solution before and 
after examining a patient 

• Absolute aseptic precautions are not observed while 
dressing a patient's wound. Doctor does not take 
the assistance of nursing staff and invanably throw 
the infected dressing pads on the floor, 

• Thermometer stands are not available in 50 percent 
of wards And nursing staff face difficulties because 
of shortage of test tubes. 
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oxygen tubings are not cleaned 

regU * a natient care areas are more congested like 

• *2?kc surgery. 1CU. Nursing and Maternity 
P3 d Labour room and as such fumigation of such 

areas cannot be undertaken. . 

me wards the condition or dressing drums is 

• ln S ° 0 ods. Some drums are not sent to CSSD 
regula rl y as there is no labelling system (beanng 

. fertilisation of dresstng table/trolley, bed side 

• , k |/v stands and beds is not done regularly 
0 Dust bins are not cleaned/washed daily before 

replacement 

Documentation of wound condition was inadequate, 

. maintendnce and updating of infection control 
*“L 0 rs (where tried), could never receivepnonty over 
t aTC The level of medical relief offered at the 
pa '„ u ,e of necessity, brought together the susceptible 
' we ll as infected patients, in order to satisfy the basic 
outoose of effectiveness and economy. It was, thus, 
L uncommon to observe a patient with gross septic 
lesions in post-operative ward, which offered intensive 
and barner nursing to cardiothoracic and neuro-surgical 
patients This demanded a thorough looking into 

^Planningof hospita 1 service with particular reference 

to isolation and air management 

b) Finest details of sterilization practice in the central 
sterile supply department, operation theatres and 

c) practice of asepsia in the operation theatres and other 
areas of direct patient-care and the training of 
professional as well as para-professional staff in 
the use of such techniques; and 


d) finest details of waste disposal, environmental 
sanitation and incineration 

The policies and techniques advocated by HlFCOM 
should be directed most effectively if they are based on 
two sources of information 

• a thorough understanding of the pnnciples of modem 
hosptial epidemiology and asepsis established 
through studies and guidelines published in the 
scientific literature and 

• the results of analysing data obtained through 
surveillance on the occurrence of nosocomial 
infections and on the performance of patient care 
practices in their own hospital. 

Many of the factors that promote infections in the 
hospitals have been identified and measures for their 
prevention of patients harbouring communicate 
microorganisms, and application of epidemiological 
mehtods to identify and correct potential sources ot 
infection remain the cornerstones of prevention o 
nosocomial infection, 
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M.R.C.P. Part II Examination (U.K.) 

How to Tackle a Long Case 


M A. Mir MB, DCH. FRCP 


Preparation 

Most candidates justifiably feel that it is not a major 
problem to deal with the long case in the examination, 
simply because it is what they do every day of their 
working lives This is true for those who have been 


the patient to tell you something which he has been 
asked not to reveal. It is not a good idea to directly ask 
the patient about his diagnosis, instead you may indulge 
in some preliminary pleasantnes - 


brought up in an academic milieu, who prepare their 
Cases very well, whose presentations are subjected to 
rigorous scrutiny by their seniors (often MRCP 
examiners), and who have to present frequently cases 
to clinical meetings wher every one is only to obliging 
to cross-examine the hapless presenter 

Whatever you background your best preparation is 
to treat every patient you see as a long case or a short 
case and present it to yourself. Each time try and 
crystallise the main points and lead to a conclusion 
and put forward a management plan Be highly self- 
cntical and find the weak points in your presentation, 
the more you do it to yourself the less you will have it 
done to you by the examiners! 


Candidate: Hello. Mr Smith. Good morning 
Patient: Hello. Doctor. * 

Candidate: As that doctor who introduced us said. I'm Doctor 
Sin bad and I'vo come a long way to take my exam I'll be tested 
by a pair of examiners on how I document and present your 
medical history to them I’ll not ask you for anything you are 
not supposed to tell me. but I hope you will try and remember 
and answer my questions about your medical history. 

Patient: I'll try my best Don’t worry 

Candidate may I sit here facing you? I know it is touga going 
for you. 1 must be the second person to come to your this morning 
Patient: Yes. I had one doctor already, first thing this morning 
He was a bit nervous like, but settJod quite well 
Candidate: I*, sorry, it must be quite a tedium for you I’ll try to 
be not too much of a nuisance to you. It’s a good thing that you 
are not in the short cases, you might have had more like sx 
doctors than just two! 


Preliminary thoughts 

In the examination an invigilator will conduct and 
introduce you to the designated patient for your long 
case You should concentrate your mind on a few 
essential preliminaries which you should accomplish 
with good grace through your initial pleasantries with 
tiie patient. You have to determine the status of the 
patient, whether a cold’ case admitted for investigation, 
a recent emergency admission, or is on long-term follow 
up and has been brought in for the occasion Every 
patient is chosen to serve as a long case for a good 
reason and you need to explore this without directly 
asking the patient 

As we will see later, an initial brief with the patient 
wil I yield answers to these questions with out compelling 
JK - Practitioner 1997; 4 (3): 233-241 ~ 


Patient: I had them yesterday afternoon They were all interested 
m my heart Dr Peck said that my big valve was a bit narrow, 
some of them spotted it without trouble. 

Candidate: You are not supposed to tell me that Anyway, ynu 
seem to have enjoyed your session yesterday I hope they were 
all gentle with you. 

Patitot: They were all nice.Any way I’m used to it. I’ve been 
here quite a few times during the last 8 y*ars ever srnce 1 *ot to 
know Dr Peck. 

Candidate TeU Me how did it all begin’’ Did your doctor refer 
you to him? 

This bnef chat even when taken in slow motion does 
not take more than 3 minutes, it can allow you to 
develop a good rapport with the patient and can yield a 
lot of useful information. A little time spent in ‘small 
talk can be very rewarding because it allows you to 
put the patient at ease and develop lines of 


F,. m Dr M. AfzMl Mu, Soo.o, Loc.u,,, .od Consuls, Phyncn, U n.vo,^ „f W.W CoUeg. of Mod.cn.. CAniff CF 4 4XW UK. 
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communication The candidates who discard this initial 
tete-atete in favour of a more business-like approach 
and delve straight into history taking are sometimes in 
for a shock 

I vy* s taken to my long case who was a 70-year old lady I knew 
Hoe was important and I had to be logical, so I started with the 
esenting complaints She had none! I tned a different tack and 
asked her. 'why are you here?* 

•Dr Shipley asked me to come for tho examination*, she replied. 

| thought I might at least get the right system and asked her. 
•What does Dr Shipley do?’ 

He is a doctor!*, she replied 

In this case if the candidate had spent a few minutes 
m softening this patient with some Smalltalk' she might 
have found her more forthcoming and saved some time 
You also get some idea about the patient ’s background, 
his ability to communicate, his mood and state of mind, 
and whether both of you can get on the sarrfe 
wavelength: 

I was probably the only candidate who could understand the 
accent of this 62-year old Glaswegian, who was an exalcoholic 
vnth 54 convictions for alcohol abuse. He was a heavy smoker 
with a positve family history of ischaemic heart disease and poor 
social ciccumstances. Dunng my presentation, the examiners 
asked me about his alcohol intake, his cnminal record, his 
dependents and their income, and his shopping and eating habits. 

No doubt every candidate will have his own special 
form of 'small talk’ but the purpose should always be 
to develop a fnendly relationship with the patient and 
to make some general and apparently nonprobing 
enquiries You should be extra careful with those 
patients who are having this experience for the first 
time Explain the purpose of the exercise and reassure 
the patient that you will not cause him any discomfort 
This is especially true of the first-timers from the 
Subcontinent who have a reputaion of being polite to 
everyone except the patient! Be extra courteous and 
patient You have one hour for this task and you should 
not begruge the patient a few minutes chat Only when 
you feel the patient is relaxed and ready should you 
embark on taking a formal history 

History taking 

Although taking a comprehensive and productive 
history should not be difficult for practising clinicians, 
you should be flexible in your approach and time 
keeping if the history turns out to be complex and long 
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Ordinarily this task should not take longer than 20 
minutes but you may have to devote up to 30 minutes 
if the patient has multiple problems, has had multiple 
hospital admissions, or you have to take a detailed social 
history In the heat of the examination, it is easily 
overlooked that the patient may have narrated his 
account many times, and may find it tedious to give his 
history yet again rather than watch television or see 
his visitors 

The patient with his legs bandaged to his knees was in a wheel¬ 
chair in a side room He had never attended the exam before and 
was anxious not to miss his visitors. 

Some candidates who are normally very polite to 
their patients and have good bedside manners forget 
that same delicacies are required in the examination 
In the examination one’s beside manners are also on 
trial and one needs to be very courteous to the patient 
There is a lot to be gained by having the patient on 
your side and the examiners can see the quality of your 
rapport with the patient. Some candidates forget the 
old maxim, “there is no such thing as a bad historian 
only a bad history taker', and ask the questions that 
they have been taught not to ask in their first clinical 
year! Both these points are illustrated from the following 
two expnences 

I bad an easy case of long standing rheumatoid arthntis in a 
middle aged lady. She had been used in the final M B 
examination and was very helpful I made sure at the beginning 
by being as courteous as possible that she was on my side and 
she gave me an excellent history. I asked her that she should gnn 
and bear if l*m asked to examine and cause her any pain. 

His legs were heavily bandaged and he was a very difficult 
historian 1 asked him. ’what problem brought you into hospital 0 
My legs, doctor!* 

What’s wrong with your legs?” 

‘Just my legs * 

It is far more preferable to ask the patient to give 
you a summary of his current illness. Sometimes, it 
helps to let the patient talk for a couple of minutes 
without interruption and you may be nchly rewarded 

I had pains in my legs last year 1 was admitted here and they 
found I had diabetes. Never had it before Mind you my mother 
had it late in her life Dr X asked me if I would help with this 
examination About half a dozen of them were looking at ni> 
eyes. Retinopathy, it was discovered the same time as diabetes 
That’s why I remember it I didn’t think 1 was going to have 
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Are® jf you today. They put drops m my eyes yesterday, very 

If he is an in patient then get a good account qf his 
presenting as well as precipitating complaints. For 
example, do net be content with the story that the patimt 
has been having episodes of breathlessness for the six 
months, unless you find out why he presented and was 
admitted with this episode and not with one of the other 
he has had in the past You may need to ask him some 
supplementary questions to verify the details of the past 
and family history and about the investigations earned 
out and the treatment given to him. Write down all the 
main points of the history so that you have a chance to 
go over it and explore any further details after you have 
examined the patient 


These are broad catogenes along which you need 
to explore the social history but the questions you need 
answers to will depend on the disease and the individual 
circumstances of the patients: 

1 had taken a full *>aa] history from this middled lady with 
chronic alcobohc disease The examiner suddenly asked me who 
cooka for the f«rily?' * h .d ^ qujte . ££ £ 

««l»d but I realised that the patient's hospitalisation had major 
implications for the family. 


Whenever social history is the chief feature of the 
long case, the examiners tend to explore it in detail and 
you need to be prepared how a patient manages himself 
on a typical week day. what help he requires and who 
helps him: 


Then the examiners wont over the history in more detail It was 
then that I discovered that I had missed the fact that the patient 
bad to pay an increased premium since a recent insurance medical 
examination when the mumui of antral valve prolapse was found. 

Social history is very important in all cases but it 
may assume a focal point of the discussion with the 
examiners if the patient is disabled, has a chronic illness, 
or an illness which has a bearing with the social or 
environmental circumstances (e g chronic liver disease, 
pneumoconiosis, chronic obstructive airways disease, 
any disorder related to the occupation or a hobby). Keep 
a mental checklist against which you can compare the 
patient’s social history. 

Table 1 

Checklist for social history 


1 wis asked who gave the patient his msuhn which I was able to 
say because I had asked the patient and he had told me that he 
managed that very well The examiner then asked, 'who draws 
it up 7 ’, and I couldn't answer. 

If the patient serving as your long case has been 
inpatient and is ready for discharge, then make sure 
that you know what social and other support services 
activities are undertaken before she leaves the hospital 
This is especially important if the patient has been 
recovering from a disabling disorder such as stroke, a 
myocardial infarction or rheumatoid arthritis. Asked 
the patient if she knows whether the occupation and 
physio-therapists are happy about her going home, 
whether there are any support services put in place for 
her at her home, and if she has been home for a tnal 
visit: 


• Accommodation-type, amenities, comforts and 
hazards 

• Hobbies and occupation 

• Smoking and drinking habits 

• Neighbours- fnendly or a nuisance 

• Close relatives and friends- nonexistent, distant, or 
supportive. 

• Financial circumstances 

• Effects of the illness/disability 

• On the patient’s activity, social life and morale 

• On the soda! activities of the spouse, relatives and 
friends 

• On home finances 


Tliis patient had been home for a trial visit the previous day and 
gave me a full account of her experience I was asked whether 
she would cope with her husband at honie I said that she would 
(giving a knowing smile to the patient!) if she could dr»g her 
husband from his gardening! 

We have given extra space and emphasis to social 
history because our surveys among the examinees have 
shown that many candidates let themselves down by 
not taking a comprehensive social history. An average 
candidate seems to be content with a patient’s social 
history after he has recorded his drinking and smoking 
habits! The examiners know this and relish the prospect 
of revealing any hallow areas in a candidate’s social 
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can play this game, you can decorate 
history ^ tttion suitable aspects from a good 
y» urP J. ry which will impress the examiners and 
socia! ™ our * ge them to ask the questions of your 
may 01 This candidate had a patient with a 
ch0 ° S 'tdy severe rheumatoid arthritis and she knew 
m °1mpoitt nce of stating how her patient was coping 

J)jth her disabhty 

m unmodified knife and fork, does her own cooking, 
SheCJ '° U mable t» 110 housowork or shopping which is done 
but *0 is wulks short distances with tho aid of a stick. 

by her husband, hue wu** 


nmg history is very important in the examination 
omne because it can give you the diagnosis, or at least 
me insight into the patient's problems. Some 
nditions may remain hidden until you get to the drug 
“ p, and a drug may even give a clue regarding the 
rindpal problem as is illustrated by this example wher 
P anient was not keen to give the diagnosis but wa 
happy to give a good account of his management 


H. told mo th.t ho hod boon uskod not to revoJ his diagnosis 1 
” „ to uko tho history which ho gavo concisely in a 
hronological order. When he told mo about repeated 
venesections and radioactive phosphorus injections, 1 asked him 
whether ho h.d been diagnosed as living polyuyth.emra rubra 
vera. He smiled and owned up. Even the reason for taking 

allopannol had been explained to him. 


Be careful to take the drug history in a chronological 
order so that you can get a good idea about the important 
milestones of the disease and about any complication, 
such as an attack of acute gout in a patient with 
congestive cardiac failure receiving diuretics Ask the 
patient what medicines they are taking now, how long 
they have been taking each one of them, and which 
ones they were taking but have stopped now. Ask the 
patient to show you his prescription if he has one on 
his person. This will make it easy to discuss each drug 
in turn though you may get morethan you had bargained 

for: 


I asked my patient if he had a list of his drugs and he produced a 
discharge pro forma which he had been given recently when he 
was discharged form hospital. It contained a full list of his drugs 

and the diagnoses! 


Find out the patient’s perceived benefits and side 


effects of the drugs he has taken but be careful to ask 

supplementary questions if he says that he has given 
up, or could not take, a drug because he is allergic to 
it. Sometimes, the presumed allergy turns out to be a 
headache, nausea or just a vague discomfort attributed 
to a drug. Also, ask him if he buys anything over the 
counter, and uses any herbal remedies or topical 
applications. Finally, concentrate the patient s mind on 
what your plight might be should he have forgotten 
something to mention and only remembers it when the 
examiners come to test your history taking, ‘Mr Smith, 
is there anything either you haven’t mentioned or 1 have 
forgotten to ask? If there is please say it now When 
the examiners come it will be too late, certainly for me, 
to say anything new that I haven’t covered 

When you have completed the history taking, make 
a preliminary list of active and inactive problems, and 
makle a list of the vaious risk areas that need attention 
This forethought ensures that you do not overlook 
anything important to examine, and later on will help 
you to give a good and well-planned presentation. This 
aide memoir should be constructed along the lines 
shown in Table 3.2. 


Table 2 
Problem list 

Active Inactive 

Noiunsulin-dcpeadant Coronary artery-bypass graft 

diabetes mellitus 

Hypertension Previous peptic ulcer disease 

Hyperlipidaemia Obesity 

Ingrowing toe nail 

Risk management 

Diabetes mellitus -check and improve control 

Hypertension -needs tighter control 

Obesity and hyperlipidaemia -reduction of dietary fat, 

consider antilipid drugs 

Feet-foot care education and chiropody 

Fundi -yearly visual acuity check up and fundoscopy 

Kidneys -monitor albumin excretion and urea and 

electrolytes 
Clinical examination 

A successful examination requires forbearance and 
co-operation from the patient, advanced planning, 
expeditious handling and expertise from the candidate. 
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and a peaceful environment which may not be granted: 

Th® place was cramped with patient*, canikdates, invigilators 
the caleimg staff off loadmg the breakfast trays, and the numne 
staff I was constantly distracted by the candidates and patients 
who were separated only by a curtain. 


1 had a terabe time. I was in 
the people beside me. 


a nightingale ward and could hear 


Explain to the patient what your examination will 
involve and request him to derobe for it while you leave 
him to test his unne. The invigilator would have pointed 
his sample to you when he introduced the patient or 
soon after. You should bear in mind the five important 
components of this exercise while you examine the 
patient 

• A ful an integrated examination of all systems 

• Check risk areas 

• Look for the expected signs specific to the diseases 

present. 

• Check the quoted signs-patient overheard or was 
told 

• Rehearse the demonstrable but subjective signs with 
the patient, e g sensory loss, tenderness, etc 


The integrated systemic examination 

The choice whether one should examine the system 
(s) affected first, or adhere to ones usual routine of an 
integrated examination, is one of personal preference 
as long as all systems are examined including the 
nervous system A suggested scheme of an integrated 
examination is shown in Table 3.3 which can be adapted 
to one's own routine If you have not perfected a routine 
of your own then we suggest that you adopt this one 
but practise it severl times on spouse, other candidates 
and patients until you become slick and can accomplish 
it in 15 minutes 


Table 3 

The integrated clinical examination 


d) trachea, check whether central ^tua 

(Lower the backrest to bed level) ’ 

e) abdomen 

Percuss a) chest and axillae-above downwards 
b) abdomen-umbilicus to 4 quadrants 
Auscultate- praecardium, lung fields and abdomen 
(Sit up the patient and approach from behind) 

Chest expansion, vocal fremitus, percussion 
and auscultation 
(Neurological examination) 

Higher mental functions and speech- through history 

C ramal nerves Eyes: acuity, movements, visual fields 
& fundi (II, m, IV, VI) 

Face temporomandibular joints & 
muscles (V.VU) 

Oropharynx (IX, X, XU) 

Shoulder and neck: joints & muscles 
(XI) 

Limbs- Joints & muscles 

Bulk & abnormal movements 

Tone 

Power 

Co-ordination 
Reflexes-also check joints 
Sensations- also feel pulses in the legs 
Gait-perform Romberg’s test, if warranted 

As the time is precious in the examination, it is easy 
to ignore the nervous system f the patient has apparently 
and unrelated disorder (e g. ischaemic heart disease 
pneumonia, chronic liver disease, etc.) and is not 
expected to have any neurological findings. This 
misplaced optimism can cost dear since the patient may 
have had a stroke in the past and may still have residual 
weakness or an extensor plantar. You can avoid the 
ingominy of being found out, if you practisetoperform 
a physician’s neurological examination (Table 3) which 
takes about 5 minutes and is used as a screening tool in 
medical outpatients 


Inspect - scalp to sole survey started through history 
taking and completed through examination. 
Palpate- a) hands-joints and pulse - both radials, 
brachial and the carotid 

b) apex beat, axillae 

c) measure chest expansion 


I was asked to demonstrate ankle jerk* which I had previously 
found to be abseot. I believe they were looking for whether I had 
done a satisfactory neurological examination and had employed 
reinforcement They watched me carefully and seemed satisfied 

Risk areas 

While examining your patient look carefully at the 
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■-— iikdytobe involved in the conditions you 
unS* are ^ present in your long case For example, 
laio* t0 . 1 j ook at corns and ingrowing toe nails in a 
yoU^V" stab | e angina, but these may become a 
f* ua ' t Arrant talking point if your patient happens to 
very '"'P ^ me llitus. Conversely, you will have to 

M ve I" 3 aitlv for tendon xanthomata in a young patient 

l0 ° k< haemic heart ^^se. ldentifymgthe risk areas 

«" thls< f jnR for the possible findings will ensure that 
snd iTnot miss anything important on the one hand, 
y0U d0 .. „ able you to make an alert, watchful and 
•*? "" ijve presentation, on the other Table 1 4 gives 
infon, ^ as rheumatoid arthntis and diabetes mellitus, 
of which are used as long cases in the final M B 
b0U \, as m the MRCP examinations 
35 Pither at the begimng or at the end of the physical 
ination you should make a checklist of the target 
6 and fill in the abnormalities you have found It is 

! «und practice to go over these areas again to see if 
mi have missed anything or, worse still, if you are 
ovennterpreting any sign, simply because it is related 
“ the condition This practice will enable you to 

“croporate both positive and important negative 

findigns in you presentation. 

You (lave to be watchful not to miss the v wave 
nertllatijt£ the earlobe, and your technique has to be 
arough to elicit an ankle jerk, unlike this final M B 

candidate: 


The knee jerks were present and 1 know that the ankle jerks should 
also be present, but despite my several attempts, including 
reinforcement, 1 could not elicit them When 1 said this to the 
examiner he looked surprised and later, when 1 took him to the 
patient, he asked me to demonstrate the ankle jerk 1 tried a couple 
of hammer blows without any response and 1 was about to ask 
the patient to lock his hands for reinforcement when the examiner 
said, ‘may I?’, and took the hammer from me. He somiflexed 
the patient’s knee a little more than I had done and placed his 
left palm against tho patient's sole, creating a little tension both 
at the ankle and the knee, and produced tho reflex without 
reinforcement. He smiled and said, what did l do you hadn t 

done? 

This candidate passed the final M B but he would 
not have survived the membership examination with 
th-'t technique. It can create a bad impression if the 
examiner finds any such sign which has been either 
missed or ignored by the candidate. Both the patient 
and the examiner will be pleased with you contribution 
if you find an explanation for a problem which has 
newly an sen: 

As 1 was examining this patient (inflammatory bowel disease on 
corticosteroids) I noticed that ho had thrush over his tongue and 
part of the buccal mucosa Tho patient was not aware of this but 
was pleased that 1 had found an explanation for the discomfort in 
his mouth and gullet during earing. Later when the examiner 
and 1 were about to leave the patient, he said. Doc. you have 
forgotten to tell them about my mouth.’ This led to a further 
little demonstration and discussion and the examiners were very 



Table-4 


Target areas in two commonly used long cases 

Area 

Rheumatoid arthritis 

Diabetes mellitus 

Skin 

Nodules, palmar erythema nailfold A digital 
Infarcts 

infections, dermopathy (shin spots), necrobiosis 
lipoidica, xanthomata, pseudoporphytla 

Eye* 

S|ogren’s syndrome, episcleritis, sclerllls 

Cataract retinopathy. 

Nervous 

System 

Carpal A tarsal tunnel syndrome (fool drop) 
mononeuritis, cervical myelopathy 
(atlantoaxial subluxation) 

Distal neuropathy (sensory & motor), 
mononeuropathy A mononeuritis multiplex, 
amyotrophy. 

Cardio¬ 

vascular 

system 

Pericarditis, conduction and valvular 
abnormalities 

Hypertension. Ischaemic heart disease 

Abdomen Splenomegaly (Felly's) 

Urine Proteinuria (gold, penicillamine) 

Feet Digital Infracts 

ulcers. 

Proteinuria 

Corns. Falling arches. Charcot's |olnt. absent pulses. 
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pleased with me 


Give us a summary of his medical history 
Would you like to present your case and give us the 
positive bits 0 


Rehearsal 

Whether the signs you find are new or old you must 
not lose sight of the fact that the examiner will wish 
you to demonstrate some of them This act is played 
virtually the same way as in the short cases section of 
the examination; the examiners are watching your 
technique and your rapport with the patient Any 
mistake in demonstrating the signs can undo all the 
good work you have done in your presentation There 
are some unforessen events that may occur and you 
must try and anticipate them. For example, while 
testing the pin pnek sensation in a patient with sensory 
neuropathy, he may have identified the middle of the 
legs where the pin prick becomes sharper While you 
are away presenting your case to the examiners, the 
patient may relfcct on this and may think that there 
was no difference or that it became sharper above the 
knee In this eagerness to be helpful, the patient may 
change his mind and give a new answer when you come 
to demostrate the same things in front of the examiner 

The patients have been known to mumble in front 
of the examiners, when asked to undress for the 
demonstration of some "signs, that they did not know 
that they would be examined again otherwise they 
would not have put their clothes on It is advisable to 
settle these issues with the patient before you leave him 
Give the patient some idea what the examiners might 
wish you to demonstrate and rehearse the signs which 
tend to give a variable response 

Presentation 

More often than not an invigilator will appear about 
on hour after he had introduced you to the patient, and 
he will take you to a room where two examiners will 
be waiting for you, or you may have to wait a little 
while they finish with the previous candidate You will 
be with the examiners for 20 minutes during which 
they will wish to hear your presentation of your case, 
see you demonstrate some of the positive signs, and 
ask you about the management of the patient From 
our surveys we have found that the examiners will ask 
you one of the following questions about your patient . 

• Tell us about your patient. 

• Tdl me about Mrs/Mr J. 


• Give us a complete list of all her problems 

• Give the history and examination findings as if you 
are on a ward round 

A brief consideration of this list will show you that 
no matter what the examiner's instruction you can 
fashion your presentation in the way that suits you It 
is therefore important to decide what and how you are 
going to say soon after you have completed you 
examination of the patient If you have either made, or 
have been told, the diagnosis you will muddle through, 
as many do, but a few minutes and a little thought can 
yield a high mark for you The examiners have no way 
of knowing that you are clever unless you demostrate 
it to them by giving a concise, informative and tight 
presentation. Candidates who have not explored their 
case fully and have not made the diagnosis, may sink 
irretrievably by giving an incoherent account, as is 
illustrated by this example from the early sixties which 
has gone into the folklore of examiners and teachers 

Examiner: Tell us about your patient. 

Candidate I saw Mrs X who is a 35-year old women and gives a 
5-year history of recurrent headaches She has been 
investigated on several occasions and no diagnosis 
has been made Her fist admission was to this 
infirmary, and she had a lumbar puncture (pause) 
Examiner What did they find 0 

Candidate I don’t know She was next in London and was 

admitted to Queen Square where she has another 
lumbar puncture, (pause) 

Exarrriner What did they find? 

Candidate I don’t know She had a further bout of a headache 
the following year and was admittted to this hospital 
and she had.another LP (Pause). 

Examiner Why do you think they did another LP? 
Candidate I don’t know. 

Examiner Don’t you think the two previous C.S.F examinbons 
would have given enough information 0 
Candidate (with an air of mystery): 

I don’t think so. She has had three further lumbar 
punctures since then 

Exandner Can you think of a reason why they keep resorting to 
lumbar punctures? They could do some other 
investigations. 

Candidate It seemed strange to me as well' 

Examiner Did she not tell you the diagnosis? 

Candidate I don’t think she knows it. 
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An experienced teacher who narrated this story to 
U c told us that the candidate in question lacked the 
experience, competence and knowledge, and could not 
work out that the patient had benign intracranial 
hypertension. No doubt the story has become 
embroidered since then but it makes an important point 
about a thoughtless presentation, which the candidate 
allowed to degenerate into a verbal Ping-Pong and he 
lost the point and the examination! Contrast this with 
an example from our survey of a competent, organised 
and articulate candidate. 

Exarriner Give us your list of problems for this patient together 
with the positive bits from the history. 

Candidate My patient is a 58-year old man who was rather slow 
in giving hi&ory and has multiple problems. 

1. Obstructive jaundico with pale stools and dark urine. This 
was the presenting complaint. 

2. Non-Hodgkin’s lymphoma with liver infitration. Has had 
chemotherapy, the liver is enlarged 5 cm below the right 
costal edge, but there is no splenomegaly or 
lymph adenopathy. 

3. Gigantism Had a pituitary adenoma removed at the age 
of 17 years This was followed by radiotherapy which 
was complicated by seizures, now well controlled with 
antiepileptic drugs, the last fit was 11 years ago 

4. Marfan’s syndrome as volunteerred by tho patient. 
Everyono in the family between 6 and7 feet tall, and a 
brother confirmed as having Marfan’s. (The examiner 
was not happy with this part as 1 could not support this 
apart from tall stature and? arachnodactyly-difficult to 
tell in a giant!). 

5. Residual right homianopia from the previous pituitary 
surgey. 

6. Chronic non-union of right ankle fracture. 

There are a few simple rules which apply to any 
situation, whether you are talking to a conference about 
your exciting research, to an interviewing panel for a 
job, or to a couple of examiners about your long case: 

• Abstract the major points 

• Present the content 

• Keep it interesting 

• Support you statements 

• Keep the controversial points to the last 

Abstract the major points 

Like a good presentation to a scientific gathering or 
a bulletin you have to tell the listeners what you are 
going to talk about and keep their interest till the end. 
This may be easy if you have a problem list which 


either you are invited to present or you start with before 

going into the history Thus, it may be worth mentioning 
at the outset along with the major diagnosis of diabetes 
mellitus, that the patient is keen gardener if he was 
pruning his roses and was later admitted with erysipelas 

Present the content 

The presentation of the content of the long case has 
to be succinct, informative, interesting and free from 
waffle a tedious and long-winded presentation can 
easily become tiresome for the examiners who have 
had to examine an average of 30 candidates during the 
two busy days. Some candidates at the Membership 
and many at the final M B examination present the 
history and examination in a stereotyped manner like a 
medical student during his term on the wards The 
emphasis is on filling in the blanks on the conventional 
proforma rather than on the essentilal information 

The candidates who follow a stereotyped pattern of 
presentation are often guilty of giving a host of 
irrelevant negative findings They also start by saying 
what they did not find when the examiner asks them, 
‘Give us you findings * 

On examination he was not breathless or in pain, there was no 
cyanosis, jaundico, or clubbing and his lymph glands were not 

enlarged. 

It is easy to bore the examiners with the verbiage 
which contains little information and no direction It is 
safer to assume that the examiners have been through 
a bonng experience with the previous candidate than 
to believe tha they will be happy to endure your waffle, 
and you should make your narrative informative, 
interesting and economical 

Keep it interesting 

The only way you can hold their interest is by 
showing your enthusiasm and commitment for the story, 
highlighting some interesting and important facts, 
eliminating superfluous verbiage, and by maintaining 
a reasonable flow while you maintain eye contact As 
stated earlier, you should spare a few minutes towards 
the end and work on you presentation so that you can 
keep it tight, informative and succinct without long 
pauses and with only an occasional glance at your notes 
A well prepared story exudes interest; unless you are 
interested in what you are saying the examiners are 
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hardly likely to be interested. 

Reading wholly from your notes may lose you the 
interest of the examiners You should prepare the story 
well enough to present it verbatim and only look at 
your notes to verify some critical information the 
examiners will not stop you from reading you records 
but then you will not know where their attention has 
wandered while you are looking at your notes. 

Support your statements 

As mentioned above, when asked to give a problem 
list or the diagnosis you should secure each problem 
with a supporting statement (e g ischaemic heart 
disease history of angina for 3 years; rheumatoid 
arthritis with symmetncal deforming arthropathy, etc ), 
not jus go through a list of conditions and hope that the 
examiners will accept them in a good faith. Many 
candidates when asked what investigations they would 
do reel off a list unsupported by any reasons This 
conduct docs not distinguish them from a phlebotomist 
who could provide a similar if not a more 
comprehensive list! Candidates taking a qualifying 
examination and better still, those taking a higher 
examination should be able to justify why they would 
subject their patients to the discomfort of venesections 
or the exposure to radiation. These days when 
efficiency, evidence-base management and clinical 
audit are the buzz words in the medical practice, it is 
important to defend the necessity and expenditure of 
each investigation 

Keep the controversial points to the last 

Unlike the viva examination where views on 
controversial ideas are invited, the long case 
presentation is no place for marshalling contentious 
management plans There are often more than one view 
about an approach but as long as you support your 
choice you will not upset the examiners. The trouble 
comes when a plan pursued by someone in your long 
case is at vanance with standard and universally 
accepted approach This is particularly problematical 
because the clinician in charge of the care of your long 
case is often one of the examiners. In such cases it is 


difficult to observe the golden rule, ‘The best 
management plan is the one that has been used on 
your long case!’ The ususal advice of experienced 
teachers is that if you can not agree with the current 
management of your long case, than offer your plan 
with justification and find some excuse for what was 
or was not done Not only in the examination but in 
your daily practice you should give due allowances to 
others for they may have had a good reason for having 
done what they did It only takes a little consideration 
to reflect on the possible obstacles.: 

This patient's angina has been getting steadily worse over the 
last ax months. He should have had an exercise test but I presume 
his osteoarthrosis precluded that 1 suspect he could not have 
done any meaningful exercise even whey lying on a couch which 
must have forestalled any thought of the thallium radionucilrde 
exercise test. His angina is now more frequent, more easily 
induced and more severe and I think he now needs coronary 
angiography. 

If you have a controversial point to make keep it to 
the end by which time you would have completed most 
of your presentation and made a good impression on 
the examiners Even then say what you have to say 
with care, sensitivity and with room for manoeuvre 
No body made tins remark in the examination but we 
fancy it might have been accepted without rancour: 

Having spent one hour with this patient I could not escape the 
fooling that the diagnosis of tuberculous meningitis was delayed 
for three months, and was made then too only because she was 
admitted after an epileptic fit and had an MRI brain scan and a 
lumbar puncture. With the use of hindsight one could make a 
compelling case for these two investigations what she first 
presented with weight loss, pyrexia, night sweats, headaches and 
lethargy Howover, in fairness to the Neurology Senior Registrar 
who saw hor he found nothing abnormal after a thorough 
examination, and as would be expected after so much attention 
on her case, her history has become much more articulate since 
then. 

In the next issue of this journal I will discuss how 
to tackle that most potent killer of them all, the short 
case! 
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Special Report 


Pilgrimage to Mecca 

Bob Keeler recounts the journey of a Medico Couple from USA to Mecca for Hajj \<W 


The Journey of a lifetime took 54 years to roll around 
for Dr Faroque Khan and his wife. Dr Arfa Khan, 
physicians and administrators with complex lives and 
crowded schedules. 

At least once between the cradle and the grave, every 
Muslim who is physically and financially able must 
journey to Saudi Arabia on a pilgrimage to Mecca 
(which Muslims usually *pell as Makkah), the 
birthplace of Muhammad Thit pilgrimage is called 
hajj, one of the five pillars of Islam, along with the 
confession of faith in one God and in Muhammad as 
his final prophet, prayer five time* daily, fasting during 
the lunar month of Ramadan and almsgiving. 

For years, as their son and daughter grew up at 
their home in Jencho, the Khans have been thinking 
about making their hajj But they are busy people. He 
is chairman of the department of medicine at the Nassau 
Country Medical Center and a professor of medicine 
at the State University at Stony Brook She is an 
associate chairwoman of radiology at Long Island 
Jewish-Hillside Medical Center and professor of 
radiology at Albert Einstein College of Medicine in the 
Bronx. For them, plans for hajj somehow never came 
together 

“I was hoping to go every year,” Arfa said “This 
time, it just materialized " 

But the pilgrimage is not that simple. “It’s a 
logistical challenge to have so many people coming 
over in such a short period to time,’* Faroque said. Just 
before the designated time for hajj, five days in the 
month of Dhul-Hijjah, 2 million pilgrims descend on 
Mecca, temporarily tripling its population. So the 52 
member states of the Organization of the Islamic 
Conference set a hajj quota of one person per thousand 
population for each country: 

In that complex enterprise, the Khans were able to 
leave many details of the trap to a travel agency that 
arranged the hajj for 730 people. But they had to do 
some preparation of their own Before Muslims leave 
on hajj, for example, they must straighten out debts 
and seek forgiveness. For the Khans, debt was not a 
problem, but they did make calls to ask forgiveness for 


any hurt they might have caused friends. 

They also acquired the requisite clothing: for him 
two unstitched white cloths; for-her. a modest, all- 
encompassing garment, purchased at a store in Jackson 
Heights “You have to cover everything except face 
and hands,” Arfa said 

Before they left, fnends and relatives gathered to 
offer them heartfelt goodbyes, in a remnant of a prejet 
age reality about hajj "This used to be such a strenuous 
and arduous journey that many times folks wouldn’t 
come back," Faroque said "So we had a bunch of 
farewell dinners “ 

They departed on April 10, accompanied by 
Faroque’s sister. Dr Mumtaz Mir, and her husband. 
Dr. Manzur Mir, of Jencho After getting past a bnef 
overbooking mishap at JFK, they had an uneventful 11 
1/2 hour flight to Jidda They arnved at one of the 
largest covered spaces in the world, a special hajj 
terminal designed to resemble desert tents, where they 
received name tags and wrist bands-essential 
identification for the times dunng the pilgnmage when 
everyone wears the same basic garb 

Some pilgnms begin their stay in Mecca, but the 
Khans’ group happened to start the visit about 200 
miles away away in Medina (Madinah), the city to 
which Muhammad made his flight (hegna) from a 
murder plot by his enemies in Mecca In Medina, they 
visited the prophet’s tomb-not one of the requirements 
of hajj, but highly recommended as an act of piety 

“It was awesome,,” Arfa said. "You feel that the 
prophet was standing there where you’re standing We 
stayed there a long time We didn’t want to leave ” 

At the hotel there, the Khans had one of many 
glimpses of the universality of Islam, whose 1.2 billion 
believers, from regions all over the world, display a 
broad variety of colors, languages and customs 
Throughout the journey, the Khans enjoyed that colorful 
diversity: the strikingly dark and beautiful skin of many 
African Muslims; the highly organized groups, weanng 
ribbons for identification, from Indonesia, home of the 
world’s largest Muslim population, and the enthusiastic 
visitors in their hotel from Chechnya, a Muslim republic 


242 


Vol. 4 No 3, July - September 1997 






bullied y Russia Whether they were unaccustomed to 
the luxury of the hotel or just relieved to be away from 


. 

strict requirements of hajj, the Khans chose to avoid 
the crush by making their circuit farther out 


the conflict in Chechnya, they were clearly happy 
“They were running around like excited kids,” Faroque 
said 

From Medina, they traveled to a five-star hotel in 
Mecca, within walking distance of the mosque that 
contains the ka aba. Muslims believe that Abraham 
(Ibrahim) and his son Ishmael (Ismail) built this stone 
structure, the first place on earth set aside for the 
worship of the one true God 

At the hotel, and in the nearby shops, stocked heavily 
with goods made in China, the Khans and other in their 
group lived well. “We had a lot of creature comforts,” 
Faroque said. But they realized that Muslims from 
Third World nations could not afford the same 
amenities For many of them, there was no lavish hotel 
buffet, but simpler food provided by the Saudi 
government to get to Mecca, many had to make serious 
sacrifices 

“They save up all their life just to go to hajj,” Arfa 
said. But savings alone aren’t always enough “If 
they 're short of some money, they might sell a piece of 
land or something," Faroque said. “It’s the high point 
of the spiritual life ” 

But once they left the hotel and walked to the 
mosque, wearing the same simple clothing as everyone 
else, they temporarily put aside the financial security 
and prestige of the medical profession and became just 
like all the other pilgnms. 

"The guy on your right and left could be a sweeper 
or a king," Faroque said “You remove all differences.” 
Each of the pilgnms adopts an attitude of peaceful self- 
control called ihram “You can't kill an insect,” he 
added “You can’t chop down a tree You’re at peace 
with your environment and yourself, and everybody 
looks the same ” 

The peaceful attitude, was helpful in the huge crowds 
that streamed toward the mosque and the ka’aba in¬ 
side, even when the Khans left their hotel before dawn. 
"At 4:30 in the morning, you would see thousands of 
people walking," Arfa said “You feel elated 

Each pilgram must make a circuit ( tawaf) around 
the ka’aba seven times As they walk, praying aloud, 
some pilgnms push towards the center of this great 
revolving nver of humanity, trying to get close enough 
to the ka’aba to touch or kiss a sacred black stone that 
it contains. Since touching the stone is not one of the 


As they walked around the ka’aba Faroque clung 
tighUy to Arfa, to keep them together “Wegot separated 
from my sister and her husband quite a few times ** 
Faroque said But on balance, the expenence of the 
crowds was positive. “They give that body language 
that you’re welcome,” Arfa said 

In Mecca, they also fulfilled the hajj requirement 
that they walk between two hills near the ka'aba that 
recall the biblical story of Abraham, his wife. Sarah, 
and the servant girl, Hagar, who bore his son. Ishmael 
When Sarah expelled Hajar in anger. Hajar went in 
search to water for Ishmael. and Muslims believed she 
found it near what is now the ka'aba To this day 
Muslims drink water that they believe comes from the 
source Hagar found, which is now a deep well on the 
grounds of the mosque 

“It tastes so sweet, and it’s very different from any 
other water," said Arfa. who splashed herself with it to 
break the desert heat “We drank so much of that 
zamzam water ” Many Muslims bnng bottles of it home 
for fnends and family. 

From Mecca, they were scheduled to go to Mina, in 
the plains outside Mecca The travel agent had made 
arrangements to ease the heat with air-conditioned tents 
But they ended up making day tnps to Mina, instead 
of staying overnight. “Our travel agent said Our plans 
are changed We are not going to Mina There has been 
a fire, ’ Arfa recalled. They knew little about the details, 
even though the fire was only a few miles away But 
reports were getting back to America that the fires in a 
tent city had killed hundreds of pilgnms on Apnl 15 

The fires did not prevent the Khans from fulfilling 
another major hajj requirement, a 24-hours tent 
encampment at the Plain of Arafat-the only one of the 
rituals that all the pilgnms must perform at the same 
time. They arrive at sunset, stay all night and depart at 
sunset the next day. “All you do is pray, all night, all 
day," Arfa said. 

Though women and men were not separated in 
making the circuits around the ka’aba at Arafat, the 
Khans had to stay in separate but adjoining tents at the 
encampment. “We would pray together in the 
courtyard," Arfa said. At one point during the night, 
Faroque dozed off briefly and awoke to the strangely 
moving sound of a prayer leader’s voice calling out 
forcefully and beautifully in the desert night-a 
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movement that remains vivid in his memory 

In all, the Khans spent two weeks in Saudi Arabia, 
completing all the requirements of hajj in four or five 
days, and using the rest of their time for optional visits 
to mosques and historical sites 

One of the benefits of hajj is the grand and peaceful 
concourse of Muslims from all over the world, meeting 
and learning from one another One day after prayer, 
as custom suggest, Faroque turned to greet the person 
next to him and became an unexpected revelation to 
his momentary neighbour, a Moroccan He couldn t 
believe that there were Muslims coming from America 
for the hajj." Faroque said “He just couldn't believe it " 
When it was all over, their flight home was longer 
than the flight out, because it made a refueling stop in 
Ireland But. after two weeks of pilgrimage, the Khans 
were too drained to notice. “During the hajj. we were 
so elated, we didn't feel so tired," Arfa said “Coming 
back we were so exhausted." 

At the end of this month, the Khans will talk about 


group made up of families from their mosque and from 
Temple Beth-El in Great Neck For right now, they are 
trying to absorb what their long-awaited pilgrimage 

has meant to their spirituality. 

For Faroque, the definition of successful hajj is one 
that makes people feel accountable for their actions 
and gives them a broader context for their lives You 
get a little different perspective on life the important 
things, the not-so-important things, he said That does 
have an effect.” 

For Arfa, her time praying beneath die stars in the 
desert night has reinforced her desire to get up before 5 
O'clock every morning for pre-dawn prayers An die 
sense of spiritual rebirth and forgiveness clings to her. 
leaving her with a resolve for the rest of her life 

“I feel different now," Arfa said “All the sms all 
were taken away, and you’re like a newborn baby again 
I feel that I’m careful not to commit any sin or hurt 
anybody." 


their experience in an ongoing Jewish-Muslim dialogue 


Reproduced with the Permission Horn Newsdoy New York. Doted 
12 May, 1997 



Prayer Time for Arfa and Faroque Khan 
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Glyceryl trinitrate for anal fissure 

The conventional surgical treatment for anal fissure 
raised some concern on the effects of this procedure on 
incontinence. This double blind, randomised prospevtive 
palcebo-controlled trial involving 80 consecutive patients 
tries to answer to what extent topical GNT may be 
considered first time therapy for choronic anal fissure. 
Patients were followed over a 8 weeks topical 0.2% GNT 
ointment treatment, applied to the lower anal canal twice 
daily. Their was a significant improvement in the GNT 
treated group Vs the placebo group Healing was ovserved 
in 26/38 (68%) patients in the GNT group. Also there was 
significant fall in the pain score, maximum anal resting 
pressure (P<0.001) and increase in the anodermal blood 
flow in the GNT treated group. The authors conclude that 
topical GNT provided a sustained rapid relief of pain in 
patients with anal fissure, good enough to avoid surgery, 
but long term follow is needed to assess the risk of recurrent 
fissure in these patients. 

Lund JN, Schdefield JH. A run dorm sod. prospective double blind 
placebo-controlled trial of glyceryl trinitrate ointment in 
treatment of anal fissure. Lancet 1997.349:11-14. 

Serum lipid abnormalities and increased risk of vascular 
complications in obese diabetes 

Non insulin dependent diabetes mellitus is an 
independent risk factor for coronary artery disease Lipid 
abnormalities in 50 obese non-insulin dependent subjects 
(with ideal control of blood glucose) with 20 age and sex 
matched obese controls with a normal oral glucose tolerance 
test Lipid fractions estimated included total lipids, serum 
cholesterol, high density lipoprotein-cholesterol, low 
density liporprotein-cholesterol, triglycerides and 
phospholipids Obese diabetics when compared to obese 
controls showed a significant increase in the levels of serum 
total cholesterol and total lipids (jx.OO 1) while serum HDL 
cholesterol levels did not show a statistically significant 
difference in the two groups. Abnormalities of lipid 
fractions when combined with other factors might be 
responsible for increased incidence of vascular 
complications in diabetes mellitus In addition to correcting 
hyperglycemia attention needs to be given to dyslipidemia 
to reduce the incidence of coronary artery disease in subjects 
with non-insulin dependent diabetes mellitus. 

Zargar AH, Wandroo FA, La way BA, Masoodi SR, Shah NA 
Sonim Lipid Profile in Non-In sulin-Depen dent diabetes Mellitus 


associated with obesity Int J Diab Dev Cuntries 1995. 1 S; 9 .| 3 

Treating bleeding peptic ulcers with omerpazole 

The results of a randomised double lined placebo 
controlled tnal conducted at Sher-i-Kashmir Institute 
of Medical Sciences, Srinagar are available 

The study included 220 patients with duodenal 
gastric or stomach ulcers and signs of recent bleeding 
as confirmed by endoscopy. 

Therapy with omeprazole (40mg given orally every 
12 hours for five days resulted in a significant decrease 
in the rate of future bleeding and the need for surgery 
when compared with the group receiving placebo 

Khuroo MS, Yatoo GN. Javid G. Khan BA Shah AA. Gulzar 
GM, Sodi JS : A comparison of omeprazole and placebo for 
bleeding peptic ulcer N Engl J Med 1997; 336 : 1054 - 8 

Psychosocial factors in heartburn sufferers 

To determine whether individuals who consult a doctor 
because of gastroesophageal reflux disease have 
psychological characteristics and social support patterns 
that distinguih them from those who remain within the 
community. Comparision of 138 consecutive patients 
presenting to a gastrointestinal clinic for the first time 
because of heartburn with 39 heartburn sufferers who had 
never sought medical help for their reflux disease and 40 
healthy individuals with no heartburn. Instruments used 
were the State-Trait Anxiety Index, the Crown-Crisp 
Experiment Index, the Hassles Scale, and the interview 
Schedule for Social Interaction. Results. Hertbum sufferers 
who remained within the community in no way differed 
from healthy controls. Patients who sought medical 
attention were older and their heartburn was more severe 
than community heartburn sufferers. When these variables 
were controlled for in the analysis, patients experienced 
greater phobia, obsessionality, and somatization, more 
hassles but of significantly lower intensity, and had less 
adequate close social support than those who did not seek 
medical help. Psychological and social factors are associated 
with individuals with gastroesophageal reflux disease who 
seek medical help. 

Johnston BT, Gunning J, Lewis SA Health Care. Seeking by 
Heartburn Sufferers is Associated with Phychosocial Factors Am 
J Gastroenterol 1996;91:2500-2504. 
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.Meet the Professor 


Clinical Endocrinologists 



Prof. Romesh Khardori, MD, MB, FACP, FACE 
808, Wythe Road.Spnngfield, 

Illinois 62702, USA. 

Born:- At Srinagar Kashmir India 

Qualification:- MBBS, University of Kashmir (1972). 
MD Medicine, All India Institute of Medical Sciences, 
New Delhi (1973) 

Present Post:- Professor Division of Endocrinology 
and Metabolism, Deptt of Medicine. Southern Illinois 
University School of Medicine, Springfield Illinois. 

Previous Professional appointments:- Instructor in 
Medicine and Clinical Pharmacology AIIMS New 
Delhi (1977). 

From the Position of Asst. Prof. (1983) to Professor 
since (1996), in the Department of Medicine Division 
of Endocnnology and Metabnolism SIU School of 
Medicine Springfield Illinois USA. 

Distinctions at Medical School in:- Physiology, 
Biochemistry, Pharmacology Internal Medicine, Obst. 
& Gynaecology Honors in MD (Medicine) Govt. 
Medical College Srinagar Kashmir India. 

Fellow:- i) American College of Physicians (1991) 

ii) American College of Endocrinology (1993). 

Society membership:- Twenty including American 
Medical Association and American Assocation of 


Adhoc Reviewer:- Many International and Indian 
Medical journals including Metabolism, Diabetologia, 
Indian journal of Experimental biology 

Visiting Professorships:- Has been visiting Professor 
to various National (India) arid International 
Universities from time to time including Nagoya 
University Institute of Environmental sciences Japan. 
All Indian Institute of Medical Sciences New Delhi 
India 

Sanjay Gandhi Post-Graduates Institute of Medical 

Sciences Lucknow India 

Osmarua Medical College Hyderabad 

Universiy of Illinois Illinois (Deptt of Medicine) 

Chicago Illinois USA. 

Publications:- More than fifty original papers 
submitted and published in International Medical 
Journals. More than hundred articles appearing in 
International journals under abstracts, communication 
and editonals 

Books:- Author and Co author of books 

i) Instant Endocnnology (University of London 
publishers) 

ii) Proceeding of third advanced course in Diabetees 
Mellilus (New Roxy Press New Delhi 1987). 

iii) Practical Biochemistry studied publications 
Chandigarh (1987) 

iv) Diabetees control and care (Sameer Prakashan 
Publishers Chandigarh of India (1987). 

Funded Research:- Pnncipal Investigator and Co- 
Investigator in many Research Projects funded by 
various Governments, assocation and Pharmaceutical 
concerns since 1988. 


Projects in hand - “Diabetees prevention trial" DPT- 
1 study National Institute of Health University of 
Florida. 


ii) Multicuter efficacy and Tolerability Study companng 


Proscar (Finasteride) and placebo in treatment of 
symptamatic benign prostate hyperplasia in primary 
casre setting”. Funded by Merck & Co for US $ 75.445 
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Obitua 


High Resolution C.T. (HRCT) in Active 
Pulmonary Tuberclosis 


Fig I : HRTC of the left lung showing free in the bud 
appearance (arrow) in the lower lobe 


Fig II : HRTC of the lungs showing small nodular lesions 
throughout the lungs in a case of military T.B. 


May his soul live in peace 


Vnsucr to ( I mica I Quiz appearing on Page 218. 

ACHLASIA CARDIA 


Dr. Mir Mohammad Ash ref 


Capt. Dr Ali Mohammad was h<xn m 1907 * 
Srinagar and Idl for the heavailv ah<xic <n 6tb 
97 at 7 30 a m. He began his education m T>ndale 
Uiscoe School, from whcTc he completed his 
maunculali cxi He was a top athclctc. ^inttsnai and 
an aoc - swimmer He had nc t only dmehis Dal Croo 
but also the Wolar Cross He remained a merit on out 
Sudan through-out his academic career He passed 
his F S.C. from S.P. College. Snnagar. with first 
division m 1929. In October 1993 he completed hts 
degree of L.S MF from Ammsai Medical College 
with honours in Physiology. Anatomy and Jum 

Prudence In October 1937hccomplctcdhis M.S Ml 

(Port graduates) from Kmg fidward MccLcal College 
Lahore 

For ten years he worked lor the Slate Medical 
Services (1937-1943) during whnit he was pitted m 
the remexert acas of the Slate He joined the Indian 

Medical Services m 1943 He served oi the Royal Av 

force lews, for more then three scars Inthcturhulmi 
day s rf the Sccxnd World War. he ratderedhis saiiccs 
m Turkey. Iraq. Habush. Syria. tgypl. Hahtnya etc 
He malJy t«x»k Promaurc ret nemail from the Militw 
Services after he was injured by a Grapnel, in the 
Burma Front. 

He had a tnuhi-faceted pcmoaluv During his 
life time he perfonned Haj. three tunes. He was a 
deeply religious man He was well versed m Urdu, 
ka.'hmin. Arabic. Persian and aiglish Literature He 
also knew Punjabi and Dahi He wa greatly influenced 
by Dr Alamo Iqbal He 'attained a voracious reader 
lillho very end cfhis life lie remained informed about 
the latest m Medicine by reading different journals on 
Mcdicmc and the Bnluh Medical Journals. 

He was a man of ample habits and did not believe 
m pomp and show. He was a great social worker 
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foreword 


I am pleased and privileged to write this preface for the 1997 annual 
issue of JK-Practitioner. I have watched, with immense pleasure and pride, 
the steady progress and improvement in this journal. This journal has 
provided a forum to highlight some of the accomplishments of the alumni 
from Kashmir, and, quite appropriately, the lead article in the inaugural 
issue of October 1994 was a review article on Hepatitis E by Professor 
M S Khuroo The contributions of Professor Khuroo and his group in the 
field of hepatitis have received international recognition, and planted 
Kashmir firmly in international academic circle In the second issue, the 
innovative work of Dr. Fayaz Shawl in interventidnal cardiology was 
summarized under the catchy title of Knifeless Surgery. 

The subsequent issues have had original articles, case reports, updates, 
clinical images, and a most attractive feature of Meet the Professor Through 
this section I have been able to keep track of and follow the careers of colleagues from Kashmir, many 
of whom have done exceptionally well in various parts of the world. 

In the July-September 1997 issue, I was impressed with two provocative articles-one dealing with 
the possibility of cystic fibrosis in Kashmir (If it exists, how was it transmitted to Kashmir), and the 
possibility of treating psoriasis with penicillin. A well-designed prospective study to evaluate this 
observation further would be of great value. 

The journal also serves as a good resource of information regarding career and practice opportunities 
Our group has published several articles in the journal dealing with the issue of future training in the 
USA Young graduates need to be well informed about the realities of training opportunities before they 
embark on the expensive labor-intensive odyssey of USMLE exams, interviews. National Resident 
Matching Program, etc. In 1997, over 13,000 international medical graduates were unable to find training 
positions in the USA -Forewarned is forearmed. 

While reading some of the issue, I get the impression that enough attention is not being given to 
basic health care in Kashmir. As we prepare to embark on the next century, it's sad to read about 
diseases like ascariasis, hydatid disease, iodine deficiency-conditions which are preventable with a 
minimum investment of resources in preventive health. The journal can serve as a platform for physicians 
to highlight these issues and advocate appropriate remedies. 

While the journal has shown considerable improvement, there are areas which need to be improved, 
particularly in the area of reproduction of images and photographs I am hopeful that, as the subscriptions 
to the journal and its finances improve, these improvements will follow 

It is my earnest request and wish that all the alumni from Kashmir (over 3,000) subscribe and 
contribute to this journal. If everyone contributes a little, I am confident that after a few years we will 
all be pleased and proud of this journal, which Dr. G.M Malik and a small group of dedicated physicians 
launched during extremely difficult times in the history of Kashmir. I wish to congratulate the editors, 
authors, readers, and all others involved with this journal, and look forward to receiving regular and 
constantly improving issues of J&K Practitioner. 

Faroque A. Khan 
MB (Kashmir), MACP. FCCP 
Chairman, Department of Medicine 
Nassau County Medical Center 
Professor of Medicine 

State University of New York at Stony Brook 
Regent. American College of Physicians 


Vol 4 No.4, October-December 1997 



JK-PRACTIONER 

International Editorial Board; 

Anfa Khan (USA). Abdul Aziz Hagroo 
(KSA), Azra Shah (UK); A M Rather 
(JK). A A Bhat (UK). Anil Bhan 
(Delhi); Anil Arora (Delhi); Ashaiq 
H N (JK); A S.Sethi (JK); A.K Jam 
(UP); A A. Sheikh (JK); Altaf Hussain 
(UK); A.Wahid (JK); Bhat A.Salam 
(JK); Bhat Bashir A. (Aus.); Vijay 
Gupts (Jammu) M R. Kotwal (Assam); 
Fanda Shawl (JK;; Fayaz Fazili (JK); 
Ghulam Jeelani (UK); G.R Nahimi 
(UK); G R Mir (JK); G Q Khan (JK); 
Gazanfar Ah (JK). Hamid Ali Durani 
(JK). H S Rissam (Delhi); Jallal S 
(JK). Khurshid Iqbal (JK). K L 
Chowdary (JK); Kamal Ahmad 
(Aligarh); Mir Nazir (JK); Mohd 
Megamzie (KSA); Manzoor Haroon 
(USA); M Hussain (KSA); Mushtaq A. 
Margoob (JK). M.A Akhtar (JK); 
M A Shah (USA); M Salahuddin 
(JK); M Yousf(JK); M.A. Warn (JK); 
Muneer Khan (JK); Parveez A.Shah 
(JK). Shad Saleem (USA); Shabir Qazi 
(KSA). S Z Mehdi (JK). Sheikh Ajaz 
(JK); Sheetal Singh (JK); Suhail R 
(USA); TajamuJ Hussain (JK); Tariq 
Nazlu (UK); Tanq Azad (JK). Umar 
Javid (JK). Waiii N.A. (JK). 

Advisory Board: 

Ahmad S N (FRCP); Ahmad S.Z. 
(FRCP). Allaqaband G Q (FRCP). 
Ashok Parihar (MD); A Rauf (MD); 
A Nafi(MD);A R Nasti (MS); Abdul 
Ahad (MD). Ahanger A G. (Mch); 
Bhan B M (FRCS); Bharat Bushan 
(MD. DM); Banday Shafiq (FRCS). 
Biliquis S J (MS); Bashir Ahmed 
(MDS). B A Chappu (MD); Girja 
Dhar (FRCS). G H Hajini (MD). G M 
Shah (MD). Goswamy H.L (MS). 
H U Malik (MDS). Kastun Lai (MS). 
Mehmooda Khan (FRCS); M. Lajam 
(MRCP). M Aslam (MS). A Al- 
Mofarah (FACHATZ). M Syed (MD); 
MA Sofi (FRCP). M S Misger(MS); 
Mohd Maqbool (MS); M S. Shant 
(MS). M.A. Lone (MD). M.A Khan 
(MD); M Lateef (MD); Mushtaq A. 
(MD). M Ashraf(MD). M Y Kharadi 
(MD); N M Tikoo (MD); Parveen 
Chesti (MD). Phoola KouJ (MD); Qazi 
Masood (MD); Rattan Parkash (MD); 

S N Dhar (MD.FCCP); Suphia 
Sherbeem (MRCP); Sanya) B J. (MD), 
Tara Singh (MS); T S. Sethi (MS); 
Wakhloo R L. (MS), Wazira Khanurn 
(MS). 


Vol 4 No 4, October-December 1997 


_JK- ~ PRACTITIONER 

VOL. 4 NO. 4, OCT.-DEC. 1997 

Editor-In-Chief 

G.M. Malik, MD. FACG, Srinagar. Kashmir. India 
P.O.Box 884. Pin Code 190 001 FAX 0091-0194-455592 
Consultant Editors 

USA: Farooque A.Khan. MB. MACP. FCCP, Boston ; Muzaffar Ahmad. MD. FCCP 
PK. Shah, MD. FACS. Los Angles, Fayaz A. Shawl. MD. FACC. Washington 
Farooq Peerzada MD. Boston ; Ramesh Khardori. MD.MB. FACP. FACE. Illinois 
Ram Chutani. MD. FACS. Boston ; Khalid J. Qazi. MD. FACP. Buffalo\ Iftikhar 
A Shah. MD. FACC. 

UK: M.A. Mir, FRCP; G.J. Mufti. DM. FRCP; G.R Mufti. FRCS. Nisar A Mir 
MRCP. 

KSA: Mohammad Al Karawi. FA. Riyadh', Ibrahim Al-Temimi, FA. Riyadh . Abdul 
Aziz Al-Saigh. FRCS. FACS. Riyadh ; Abdul Majid, FRCS. Riyadh. 

Malaysia: 

M Y. Alvi. MRCP. 

India: Ness' Delhi : Rakesh Tandon, MD, Ph.D.; D.K. Bhargava. MD. DM; Upendra 
Koul. MD. DM. DNB; V.P. Venkatachalan. MS. Chandigarh: B.K Sharraa MD, 
DM; R.PSapru. MD. FICA; Aligarh: Arif Siddique, MRCP. Srinagar: M S 
Khuroo, MD, DM; Mehruj-ud-Din MD, DM; Zubaida Jeelani. MD. DM. 
Associate Editors (Hon.): 

MirTanveer(USA); M.A. Jalu, MS.(UK); M.R. Teli (UK); R.K. Chrungoo. MS(Jammu); 

A. R. Khan. MD. (Kashmir); A H. Zargar. MD. DM. (Kashmir): M.A. Kamili. MD. 
(Kashmir); M. Ahmad, MD, (Kashmir). 

Deputy Editors (Hon.): 

Riaz Bashir, MD. New York; Zaffar A. Khatib. MD. Srinagar. Kashmir, India 
Fayaz A. Bhat, MD. Srinagar, Kashmir 
Advertising Executive: 

M L. Bhat, MD. Abi Guzar. Srinagar - 190 001, Ph.: 472672, 477077 
Managing Editor: 

Malik Suhail 
Computer Execution: 

B. Q. Zaman & Mushtaq Ahmad at Gulmarg Computronics. 

Ilnd Floor 92. Munir Manzil, Near Regal Cinema. Regal Chowk. Srinagar 
Aims and Scope:- JK-Practitioner is a multidisciplinary Medical Journal published 
quarterly from Srinagar Emphasis is placed on matters related to medicine in this country 
in particular, while articles from anywhere in the world are given due importance. Besides 
original articles and case reports the journal includes clinical reviews, guest articels and 
special articles on current aspects in medicine and therapeutics. 

Copyright €>:- The publisher reserved throughout the world and in all languages. No 
part of this publication may be reproduced, transmitted or stored in any form or by any 
means either mechanical or electronic, including photocopying, recording or through an 
information storage and retrival system without the written permission of the copyright 
holder. 

Although great care has been taken in compiling the contents of this publication, the 
publisher is not responsible or in any way liable for the currency of the uiformation for 
any errors, omissions or inaccuracies or for any consequences arising therefrom. Opinions 
expressed do not necessarily reflect the views of the publisher, editor or editorial board. 
The publisher does not guarantee, warrant or endorese any product or service advertised 
in this publication nor do they guarantee any claim made by the manufacturer of such 
product or service. 

JK-Practitioner: (ISSN 0971 - 8834) is Printed. Published and Editoi by Dr. G.M 
Malik at Srinagar. Kashmir (India) Tel. No. 0091-0194-432060 FAX 0091-0194-455592. 
Annual subscription price: Domestic Rs. 300 per year & rest of world equivalent to US $ 
70 (Further details elsewhere in the journal). 

II 



JK-PRACTIONER 

Contents: 


JK - PRACTITIONER 


VOL. 4 NO.4, OCT.-DEC. 1997 


Editorials: 

• Cholecystectomy and Colorectal Cancer - 




Is Cholecystectomy a risk factor? 

248 

N.A Warn. S.Qawnain. O.J. Shah 


• Apoptosis and Cancer 

258 

Sheikh Aejaz Ahmad 


• Facing New Challenges 

251 

H.U. Shah 

Review Articles: 

• Irritable Bowel Syndrome : Diagnosis and Management 

253 

A.K Jain 


• Epilepsy update 

257 

Abdul Salam 

Mini Reviews: 

• A Overview of the drug development in the United States 

261 

G.N. Mir 


• Anaesthetic Considerations of Phaeochromocytoma - 
A SKIMS Approach 

265 

J.A Zargar. S.A. Gurcoo. 
Mehraj-ud-din. FA Bhat 

Original Articles: 

• Treatment of Metastatic Bone Disease 

By Pallative Radiotherapy 

268 

D.N.Sharma. B AAwasthy, 

B K. Mohanti 


• Menstrual Pattern And Ovulation In Women 
with Primary Infertility 

271 

AH. Zargar, A 1.Warn, 

S. R. Masoodi. B.A Lavoy 


• Relevance of Biochemical Tests of Thyroid function in 

Pateints on Thyroxine Supression Therapy 

274 

Syed Mushtaq. M.G.R. Rajan, 

A.M. Samuel 


• Functional Endoscopic Sinus Surgery (Part U) Initial Results 

277 

V.P. Vonkatachalam. Arun Bhat 


• Pattern of Mucous Membrane Lesions in Kashmiris 

280 

Dilshad Akhter, G.H. Hajini 


# An experience with Chronic Subdural Haematomas 

Over a period of fifteen years 

• Analysis of Aetopathogenic Factors and 

284 

A.R.Kirmani. S.Qawnain, 

M A. Warn 


Gal stone Composition in Sikkim Himalayas 

288 

M.R. KotwaJ, C Z. Rinchen 


• Bilateral Tumors of the Testis 

292 

N.D. Chowdhary. AR Khan 


• Fertility Trends Among Sterilization Acceptors in 

Rural area of Jammu (J&K) 

295 

C.Vashnavi, S.P.Suri. V. Mengi. 
Anil Gupta 


® Zinc Depletion and Menorrhagia in Kashmiris using 

Multiload Intrauterine Device 

298 

S.A Tanki, N.D. Bhat. G.M. Lone, 
AR. Khan. Z. Jeclani 

Case Reports: 

• Vincristine Induced Neurotoxicity. A brief Caso Report 

301 

S.Bashir. Tanveer Mir. F AKhan 


• Maffucci's Syndrome : A Case Report 

303 

F.A. Razzak. A.B.Giangreco, 

AE1. Shair, M.A1 Qarm 


• Peacock's Heart (Cor Triloculare Biatriatum) 

Report of a Case with Survival into adult life 

305 

G.Q.Khan. A. Hussain. 

S.U. Qureshi. M.A Kamili. 
W.Qureshi,M.Y. Bhat. 


• Melanoma of Vagina - Report of two cases 

• Squamous Celled Carcinoma Arising in an 

308 

AR. Khan. B. Jameela 


Epidermal Inclusion Cyst 

310 

Azra Shah. Parveen Shah 


• Rectal Carcinoid A Case Report and Review of Literature 

311 

N.AWani, O.J.Shah, S.Qawnain 
S.N.Nazir 







JK - PRACTITIONER 



Imaging Today 
Clinical Images 


• 

Bilateral INO with Eclampaa : A Case Report 

315 

Bhat A.Salam. FA Bhat. 




B A Naikoo. S. Prabakar 

• 

Opsoclonus Myoclonus Syndrome 

316 

S.M. Saleem. AN. Koul 

• 

Neuroradiology of AIDS 

318 

M.Jahangir. S Qayoom. A Lone 

• 


320 

(i) AH. Zargar. 


Letters 


Case of (he Month 


_ (»•) M Yousuf. K.Yousuf. 2 . Yousuf 

• Study on knowledge, attitude and practice of family planning 321 K Hakim. S. Naik. M Ahmad 

in pregnant women in Haziatbal Block Kashmir A_Rauf. G Dhar 

• Ascites : An occupational hazard 322 A. Karc.c. FA. Khan 


Practitioner's 

Column 


• Some aspects of treating cholera in temperate climatic zones 326 Pavel D. Kihtchenko 


Hospitals Today 


• Achieving HFA by the year 2000. India Building on the success 330 S.A. Tabish 


Overseas Diary 


Journal Scan 
Meet the F.ofessor 


• The membership of the Royal College of 

Physicians Examination (United Kingdom) - Tho short cases 335 M.Afzal Mir 


339 


• Arifa Khan 340 


News 


342 


Obituary Jloger£. Bone_ 343 G.R Malik. FA Khan 

• Photofeatures • Volume Index • InstructionsTbr - AuthoTT 


Information for Subscribers 

The JK-PRACTIONER - Frequency Quarterly, one volume per year begining in January. Other issues in April. 
July and October. Correspondence Regarding Editorial Matters should be addressed to the Chief Editor. GM 
Malik, JK-Practitioner PO Box 884, Srinagar. Kashmir (India). Detailed Instructions to the Authors appear in 
October issue. Annual Subscription Rates Personal Rs. 300/-, Institutional Rs. 400/-. Reduced Rs. 200/-. 
Single Copy Rs. 75/-. Life membeship (10 years - within the Country) RS. 2000/- Institutional Rate applies 
to Libraries, Schools. Hospitals. Clinics, Commercial and Private Institutions and Organisations. Reduced 
Rate is available for Post Graduate. Interns and Students. Rates Outside India US $70. Gulf Countries SR 
100. Concessional Rate for Personal Subscription is avialable for a three year subscription Rs. 800/-. Out 
side India US S 200. Gulf Countries SR 250/-. PRICES ARE SUBJECT TO CHANGE. Change of Address: The 
publisher must be notified 60 days in advance Volume Index appears in the October issue. Indexing/Abstracting 
Services. The Journal is currently abstracted and indexed in Excerpta Medica data base (EMBASE) Copyright 
Information When the manuscript is accepted for publication the authors agree to automatic transfer of the 
copyright to the publisher that the manuscript will not be published elsewhere in any language without the 
cansent of the copyright holder. Old Issues of the Journal can be purchased at 15% discount subject to 
availability. 

rv 


Vol 4 No.4, October-December 1997 


















JK - PRACTITIONER 



Cholecystectomy and colorectal cancer. Is Cholecystectomy a risk factor? 


Is cholecystectomy a risk factor for colorectal 
cancer? 

Colorectal cancer is second most common form of 
cancer in males and third most common form of cancer 
in females in United States. It is major cause of 
morbidity and mortality in Western Society 1 . 

Etiology of colorectal cancer has not been 
determined as measures of primary prevention are 
merely speculative. Early diagnosis and treatment have 
opened up possibilities of secondary prevention. There 
is recently advanced hypothesis of association between 
colorectal cancer and cholelithiasis. This has led to 
importance of screeing tests for early diagnosis of gall¬ 
stone patients who are at risk for developing colorectal 
carcinoma. 2 

There is epidemiological evidence that bile acids 
are aetiologically important in the development of 
colorectal cancer. 3 There are abnormalities in bile adds 
in patients of adenomas and carcinomas of large bowel 
but the role of bile acids in tumour promotion or 
initiation remains to be determined. Though many 
surgical procedures can affect the bile add pool but 
cholecystectomy is a major surgical procedure which 
affects bile acid pool. Cholecystectomy leads to higher 
levels of secondary bile acids 4 Experimental work in 
animals and epidemilogical studies in man have 
established that these adds play an important role in 
colorectal cancer. 5 * 6 ’ B 

Small amounts of bile acid pool is associated with 
greater proportion of deoxycholic acid v . 
Cholecystectomy patients have higher levels of 
deoxycholic acid 10 . Before cholecystectomy bile 
deoxycholic acid pool drculates even during fasting. 
This enhanced circulation results in increased exposure 
of bile acids to the degrading action of intestinal 
bacteria. This all results in increased input of secondary 
bile adds from intestine in to hepatic bile with a 
corresponding reduction in primary bile add synthesis 
owing to increased feed back inhibition 11 . The 
epidmiologjcal, clinical and experimental evidence 
suggests the carcinogenic or co-carcinogenic properties 
of bile acids which further strengthen the hypoithesis 


of cholecystectomy leading to increased risk of 
colorectal cancer. 

There have been several studies carried out for 
investigating the link between cholecystectomy and 
laige bowel cancer. The findings of these studies do 
vary and in some cases contradictory. These variations 
were due to differences in methodology and inadequacy 
of study group size. There have been studies which 
suggest assodation of cholecystectomy and large bowel 
cancer. There has been a study caned out by Linos et 
al 12 who followed up 1681 post cholecystectomy 
patients and demonstrated an increased relative risk of 
developing colorectal cancer of 1.7%. They have also 
reported even risk of 2.1 % for the development of right 
sided lesions in women. Other studies also claim 
increased incidence of colonic cancer between 1.59% 
& 2.27% 13 . Even higher risks of up to 3 5% have been 
reported for right sided cancer in women 14 with highest 
of 4.5% for sigmoid lesions 15 . 

Studies have been carried out in cancer patients in 
relation to cholecystectomy and non-cholecystectomy 
groups without reference to outside controls 16 . While 
they have shown predisposition for tumor sites in 
cholecystectomy patients but they have failed to give 
information of overall risk with rest of population.The 
predilection to right sided tumor in these studies is 
explained on the fact thtfhigher levels of bactenally 
modified bile acids are absorbed more proximally in 
the colon^The more incidence in women may be the 
reflectiorvincreased cholecystectomy in women as 
compared to men. 

There are more recent studies giving support to the 
association of colorectal cancer and cholecystectomy. 
As compared to asymptomatic gall stones adenomas 
and carcinomas were found in patients of 60 years of 
age and more than 10 years duration of cholecystectomy 
in colonoscopic studies 1 '. 

The relationship of cholecystectomy and the 
development of colorectal cancer remains controversial. 
Even though it has not been established but an 
association between the two have been found 
particularly nghtsidedlesions in females In fact cause 
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and effect correlation exists between two diseases. 
Another possible explanation for the association 
between colorectal cancer and gallstones is the exjstaice 
of risk factors common to both disease. Identification 
of such risk factors can contribute towards primary 
prevention. 

Diet, for instance is blamed commonly for the 
formation of gall stones and is now considered to be 
the environmental risk ractor for the development of 
colorectal cancer. An excessive intake of fats, 
cholesterol and calories is recognized as being 
responsible for the formation of gall stones. Studies 
earned out on metabolism emphasize that a diet rich in 
fats have significance in the genesis of colorectal 
cancers 

An analysis of data published in international 
reviews suggest that cholesterol intakeand infrequent 
meals play an important role in this respect. 

Thus dietary habits which lead to formation of gall 
stones have similar influence in the genesis of colorectal 
carcionomas establishing association between the two 
diseases The association of two diseases have 
advantage concerning the secondary prevention This 
consists of screening procedures aiming at early 
diagnosis although early detection at the symptomatic 
stage does not improve prognosis. Since mass screening 
is inconceivable, selective screening of high risk patients 
can be earned out. These high risk patients include 
patients of polyps, gran ul a matousf inflammatory bowel 
disease, previoulsy treated colonic cancer with family 
history of polyps. Gall stone patients have been added 
to this list of high nsk patients So in patients of gall 
stones colonoscopy can be carried out as an 
investigating tool to rule out asymptomatic cancer or 
polyps. This in turn will hdp in removal ofprecancerous 
lesions which will have positive influence in the 
incidence of subsequent colorectal cancer. 

We during last fourteen years have seen only three 
patients who developed colonic tumors after 
cholecystectomy. Two patients had right sided tumor 
while the other had a rectosigmoid growth. 

N.A. Want M.S, F.R. C.S, 

Syed Qan anain , M.S, 

Omer JavedShah, M.S SKIMS. Soura. Srinagar 

JK-Practioner 1997; 4(4) : 248-249 
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Apoptosis & Cancer 

Pragmatism aside, regression of tadpole tail during 
metamorphosis of frog or removal of webs during 
mammalian embryogenesis are fantastical apoptotic 
events. Nevertheless, Apoptosis, by definition is 
programmed cell death, accounting for deletion of cells 
in normal tissues and during special pathological 
contexts. It subserves biologically meaningful 
homeostatic function in cell deletion whose survival 
might be harmful to the host. Apoptosis 
characteristically effects scattered single cells, not a 
groups of adjoining cells, as is the case with necrosis. 
It is a regulated phenomena capable of being stimulated 
and inhibited. Tins swift process beings by rapid 
condensation and budding of cell, with the formation 

of membrane enclosed Apoptotic bodies containing well 

preserved organelles These are rapidly phogocytosed 
by the neighbouring cells ad degraded within their 
lysosomes. Increased beta tubulin messenger R^'A, 
over-expression of cmyc proto-oncogene, p53 
abnormalities and elevation of cytosolic calcium are 
possible biochemical mechanisms involved in the 
execution of Apoptosis. 

Apoptosis can occur in all untreated malignancies 
spontaneously involving putative cell regulatory 
mechanisms operating during early carcinogenesis, as 
was evidenced by the development of apoptotic areas 
in liver after administration of chemical carcinogens in 
pre-neoplastic foci and nodules. Apoptotic foci occur 
near areas of confluent necrosis, possibly initiated by 
mild ischemia. Tumor Necrosis Factor alpha. 
Macrophage related cytokines and cytotoxic T 
lymphocytes are also implicated. 

A variety of anticancer drugs induce apoptosis in 
rapidly proliferating normal populations, lymphoid 
tissues and tumors resulting in many adverse effects of 
chemotherapy and tumor regression. The exact 
underlying mechanism though unknown, stimulation 
of cell lines by trophic cytokines and altered expression 


of bd-2 proto-orcogene are the probable cogent reasons 
Ionising radiation in small to moderate doses enhances 
apoptosis through increased expresssion of p 53 gene 
This ‘molecular policeman’ is involved in monitoring 
the integrity of genome. Upon DNA damage, p 53 
product accumulates, arresting the cell cycle at GI 
allowing time for repair, however, if the repair fails, it 
may trigger cell deletion by apoptosis. Mild heating to 
43°C folr 30 minutes (Hyperthermia) in susceptible 
tissues induces apoptosis. Hormonal withdrawl 
(atrophy in hormone dependent endonne glands namely 
adrenals. Prostate) or addition (glucorticoid induced 
apoptosis of Lymphocytes in Leukemias and 
Lymphomas) results in apoptosis through expression 
of bcl-2 proto-oncogene Monoclonal antibodies raised 
against various Tumor growth factors (TNF receptors/ 
NGF) induce apoptosis. Cytolysis byT.K, and NK. cells 
is believed to be apoptotic, which is distinct in not 
getting inhibited by inhibiting protein synthesis or bcl- 
2 expression. 

Incremental advances in tumor cell kinetics/biology 
like apoptosis have implications in evolving newer 
therapautic strategies to flight tins dreaded menace of 
modem age meaningfully. 

Shiekh Aejaz Aziz MD, DM 

Sher-i-Kashmir, Institute of Medical, Sciences 
Srinagar, Kashmir 
JK-Practitioner 1997; 4(4): 250 
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Facing New Challenges 


The present-day health scene in Kashmir is replete 
with trauma/violence-related morbidity, both physical 
as well as psychological. A noteable and statistically 
significant feature has been the rise in psychiatric 
morbidity during the past few years. 1 The comfort with 
which the physicians are prescribing psychotropic 
medications speaks of the abundance of such disorders. 
A doctor's dilemma is understandable under the existing 
circumstances In fact, the physicians are doing a 
commendable job by maintaining some degree of 
functional integrity of their patients. However, little 
»bought is being spared to evolve strategies that could 
ndp r; reducing f,, e disability and enhancing the 
effective functioning of the violence-affected people in 
particular and the masses in general. 

Of fundamental importance at this juncture is to 
devise ways to contain the effects of violence on the 
psychologic health of the people. Going by the 
prescnbmg habits of the valley-based physicians, there 
is little doubt that any specialist is treating something 
more and something different than his/her speciality 
could justify A sizeable proportion of our population 
is on psychotropic drugs and manv find life difficult 
without these Somegioss root meaa».i„ are called for 
to streamline the health status of the masses before too 
much damage would occur Measures need to be taken 
at the level of major hospitals in the initial stages, to be 
extended to the community level later 

Bomb blast and firing incident victims are perhaps 
tiie most common visitors to the casualty department 
of our hospitals On any such occasion four classes of 
people present themselves in casualty department 2 (I) 
Severely injured (2) Uninjured survivors (3) Relatives 
of the victims (4) Help givers or disaster workers As 
happens, most of the causality staff attends to the needs 
of the injured people which is only logical. The 
remaining three classes of people often go unattended, 
and they expcnence different kinds of fedings including 
survivor’s guilt, helplessness, frustration, anger etc. 
which remain unnoticed and consequently unaddressed 
They continue to suffer from psychologic distress that 
later could take the form of different psychiatric or 
psychosomatic problems. The various measures that 


could result in reduced psychologic morbidity are> 

(1) A Sympathetic, flexible attitude towards the 
vanety of victims' reactions should be adopted 

(2) Places to sit and rest and hot dnnks can be 
provided to those who are not undergoing 
emergency treatment 

(3) Victims should not be left alone, several victims 
should be grouped together in a room during 
treatment, except the extremely disturbed or 
disturbing patients 

(4) Allow the victims to express their feelings about 
the experience. 

(5) Provide accurate and responsible mformatiuon 
to the survivors and their relatives. Quash all 
unfounded rumors 

(6) Use psychiatric referrals for victims who show 
emotional disturbances beyond the expected 
sadness and numbness. 

(7) Psychotropic medication be used spanngly and 
only when definitely indicated 

The above measures could be implemented by the 
casuality as soon as they have time to do so or an 
"Emergency Psychiatry Unit” be set up that is 
specifically trained for this distinctly new field of 
‘handling of the disaster victims.” 

We also need to strengthen consultation-liason 
branch of psychiatry Studies show that up to 65 percent 
of medical inpatients have psychiatnc disorders, the 
most common symptoms being anxiety, depression, and 
disorientation' In addition to general indoor patients 
such a service is also required in the ICUs. 
Haemodialysis and Surgical units as well. 

All the physicians should keep Klienman's idea in 
mind that Somatization rather than verbalization of a 
subjective state is the preferred expression of depression 
in Asiatic cultures'. Every effort should be made to 
invoke in such patients the possibility of an underlying 
psychiatnc disorder and appropriate remedies offered 

The next step should be to broaden the horizons of 
psychiatry beyond the existing facilities. All the PHC 
physicians need to be trained in dealing with psychiatnc 
emergencies, with equal emphasis on the counselling 
skills in addition to the safe presenption patterns for 
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psychotropic drugs The Hospital for Psychiatric 
Diseases, Srinagar should set up a mobile unit that could 
reach the affected population of any major violent or 
disastrous incident for the purposes of treatment and 
research. In addition, it should set up a crisis 
management group that could render help to crisis 
sufferers through the techniques of crisis intervention. 
Further, a committee of Experts should establish liason 
with different institutions in order to monitor for 
behavioural disturbances and make necessary referrals. 

On the non-medical front, self-help groups on the 
patterns of "Alcoholics-Anonymous'' deserves trial For 
the effective functioning of such groups psychiatrists 
would have to establish contacts with various religious 
and social groups as well as the faith-healers. For, in 
many instances the priests and faith-healers have been 
of great help before medical measures could be 
instituted. 

Lastly, while formulating strategies to face the new 
challenges that are emerging out of the prevailing 
circumstances we have to bear in mind the effects of 
violence on our children whom we are yet to face as 
grown-ups Witnessing relatives and friends being hurt 
in fights or shootouts is especilly stressful for young 
children who are already struggling with 
developmentally appropriate concerns about safety, 
competence, and bodily integrity. The young child's 
attempts to master the age-appropnate fears of monsters 
under the bed are severely undermined when the child 
needs to sleep under the bed to dodge real bullets. 
During the early years, children turn to their parents as 
the riiost immediate source of stability, control, and 


protection. When these same adults are wounded 
victims, out-of-control combatants, or emotionally 
distraught casualties of violence, the world of the young 
child is no longer safe or stable. The calm, reassunng 
voice of the parents has little currency or is absent when 
the parents themselves are frightened and insecure. 
Young children who have witnessed violence bear the 
additional burden of being least able to communicate 
their fears and reactions in words. Perhaps because of 
an inability to understand the language of young 
children, adults may have a tendency to deny the serious 
impact that witnessing violence will have on 
development, assuming or wishing that young children 
will not understand and will forget what they have seen. 5 

H. U.Shah MD, A. W.Khan, MD. 

Department of Psychiatry , Govt, Medical College 
Srinagar Kashmir 
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Irritable Bowel Syndrome: Diagnosis and Management 


A K Jam M.D., D M., 

The constellation of symptoms now included in the 
irritable bowel syndrome (IBS) were recognised in early 
20th century These symptoms are abdominal pain 
distension and altered bowel habit The condition was 
known with various synonyms viz. mucous colitis, 
spastic colitis, neurogenic colitis etc 

IBS has been defined by an International 
Commision' in 1990 (Rome criteria) as presence of 
continuous or recurrent symptoms over three or more 
months in the form of 

1 Abdominal pain relieved with defecation or 
associated with altered frequency or consistency of 
stool 

2 Irregular pattern of defecation at least 25% of the 
time with two or more of the following 

a altered stool frequency 
H altered stool form (hard or lo*se/\vatery) 
c altered stool passage straining or urgency) feeling of 
incomplete evacuation 
d passage of mucus 

c bloating or feeling of abdominal distension 
These entena were based on consensus rather than 
on empirical evidence 

IBS has high prevalence and morbidity It accounts 
for 20 to 50° oof referrals to the speciality clinics About 
10% of individuals in general population have IBS like 
symptoms but most of them (80%) do not seek medical 
advice Tiie disease has significantly higher morbidity 
than common cold, as it results in loss of many more 
work days and the cost of therapy too is higher than 
that of comniQn cold 

There is still lack of definitive diagnostic tests or 
entena and specific treatment strategies for IBS Tins 
is mainly because the aetiopathogenesis of the disease 
is still obscure Dunng the 1970’s die emphasis was 
on abnormal colonic basal myoelectnc rhythm, in the 
1080 's die concept of abnormal motility and secretion 
involving the entire gut was in favour In addition di e 
JK-I’rac!Utoner 1997; V (4) : 253-256 
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role of psychology stress and reduced threshold of 

^. COnS ' dered ,mp0Itant “usative factors Dunne 
I O s motility studies appear to be a futile exercise* 
Psychologic stress is still considered the most important 
causative factor 

IBS patients expenence pain at lower direshold of 
balloon distension anywhere from rectum to esophagus 
and the pain is referred to unusual sites like anterior 
di.gh. back, shoulder t.p etc. However, the cutaneous 
pain direshold of these patients is high 

Although the symptoms of IBS may be present in 
large number of subjects (10% of population) but the 
decision to seek medical advice is influenced by the 
presence of psychologic symptoms and seventy of 
abdominal pain. IBS patients also tend to report and 
seek medical adv.ee for non Gl symptoms more 
frequently than non-patients - 

Clinical Presentation: 

IBS affects subjects particularly in prime of their 
ages (3rd and 4di decades) with a male predominance 
in studies from India, where as female preponderance 
has been reported from west Most of our subjects were 
educated (high school and beyond) and were either 
students (30%) or professionals/office staff (30%).' 

Most common presenting symptoms are abdominal 
pain or discomfort, altered bowel habit, abdominal 
distention Pain relief with defecation and/or flatus, 
sense of incomplete evacuation looser stools with onset 
of pain and mucus with stools are other symptoms 

Pain: 

Is present in around 90% any where in abdon*n. 
common sites are left, iliac fossa (30%), suprapubic 
(20%), periumbilical (12%), epigastrium. (10%) and 
right iliac fossa (10%). It can vary in seventy and 
charactenstics. passage of stools and flatus relieves 
pain in over half, but can even worsen the pain in 

Sciences, B«nares Hindu University - Varanasi, India 
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some Pain is aggravated by food 

Altered Bowel Habit is present in nearly all and is 
usually intermittent but may be continuous in any form 
ranging from constipation to diarrhoea or alternating 
between the two extremes. 4 Feeling of incomplete 
evacuation is present in nearly half and passage of 
excessive mucus in about three fourth of patients. Post 
prandial bowel movement and stress related bowel 
changes are noted in nearly a third of subjects. 

I>istendon is mainly reported in form of fullness in 
lower abdomen which tends to increase through out 
the day and may interfere with usual clothing 
Borborygmi, belching and excessive flatus are other 
complaints with a quite variable frequency (15 to 96%). 
It has been suggested that these symptoms are due to 
decreased tolerance to luminal distention rather than 
an abnormal amout of gas. 

Upper Cl Symptoms may be seen 1/4 to 1/2 of 
cases in form of dyspepsia, pyrosis, regurgitation, 
nausea and vomiting Autonomic <& Non G1 symptoms 
are also common. These are in form of headche, 
dysuna, dysmenorrhoea, dyspareunia etc. Therefore, 
the possibility of generalized autonomic disturbance 
has been suggested which includes bowel, genitto- 
urinary and vascular symptoms. 4 

Psychiatric manifestations are present in two thirds 
to three fourths of patients seeking medical advice It 
is commonly seen in form of anxiety, phobia, 
depression, somatization etc. 

Diagnosis: 

Ther are no definitive diagnostic tests or criteria 
Positive symptom diagnosis is useful but not always 
accurate. Hence, alternate diagnosis need to be 
excluded, and for this optimal investigations are 
utilized. These investigations include mandatory tests 
(sigmoidoscopy, stool exam, and routine hematology) 
to be performed in all subjects and other tests as and 
when indicated 

Positive Symptom Diagnosis: 

Manning et al (1978) made the first meaningful 
attempt towards positive diagnosis of IBS using 
symptoms criteria. 5 Since then this clinical criteria is 
widely practiced for diagnosis of IBS. However, these 
symptoms were of not much diagnostic significance 
when the aim was to discriminate between IBS and 


Organic Bowel Disease (OBD). A but was useful in 
discriminating between IBS and nonulcer dyspepsia 
(table 1). The main limitation of studies highlighting 
the usefulness of Manning s entena is that in organic 
bowel disease group the disease involving different 
levels of gastrdnitestinal tract (like duodenal ulcer etc) 
were clubbed together and only few cases of organic 
disease of colon was included Apart from symptoms 
included in Mannings entena other useful symptom 
which discnmmiated between IBS and organic bowel 
disease was presence of nocturnal bowel movement 
disturbing the sleep of patients (9% to 35%) 


IBS: Evaluation of Manning's Criteria 
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Investigations recommended for all the suspected 
cases to rule out alternative diagnosis include stool test 
(to exclude occult bleeding, parasitic infestation, 
neutrophils for inflammatory status), sigmoidoscopy 
(to exclude any chronic illness) and lactose tolerance 
test(to exclude lactose intolerance) All subjects should 
also undergo psychometric testing and if results are 
indicative of psychologic abnormality the psychological 
referral should be considered 

Special investigation should be considered as per 
the demand of the individual case These include Anal 
Canal pressure manometry and pelvic floor EMG for 
pelvic floor muscle dyssynergia. whole gut transit time 
to exclude colonic intertia. UGI endoscopy for peptic 
ulcer, tests for small bowel bactenal overgrowth, small 
bowel x-rays to exclude gut tuberculosis and 
colonoscopy if right sided inflamatorv bowel disease 
needs exclusion 

Therapy: 

Therapy of IBS is multidimensional and 
symptomatic, our main emphasis is on correcting motor 
disorder and modifying aggravating factors Clinician 
must gain confidence of the patients by showing interest 
and compassion. It should never b<it.conveyed 
particularly on initial few visits that it is a psychologic 
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two-third of patients’ 

Biofeedback of Bowel Sounds: patients were 
trained to increase or decrease bowel sounds with the 
help of an electronic stethoscope Improvement m 
diarrhoea predominant IBS was noted in small number 
of patients. Similarly manometric biofeedback was 
effective in reducing colonic motility but was less 
effective than stress management training 
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rather than a medical illness. However, patient should 
be made to understand that psychologic stress influences 
the course of illness. Therapy includes non-drug 
measures and drug therapy. These measures are listed 
below 

Non-drug measures Drug Therapy 

Education & Reassurance Anticholinergics 

Dietary manipulations Antidepressants 

Stress management Anxiolytics 

Specific biofeedback Antidiarrhoeals 

Psychotherapy Fiber 

Hypnotherapy Indigenous drugs 

Non-Drug Measures: 

Education and Reassurance-All IBS patiaits should 
be made to understand that IBS is a chronic and 
recurrent motor disorder influenced by stress, food and 
drugs Tins understanding improves the acceptance of 
recurrence Patients should be encouraged to ask 
questions about disease and the fear about development 
of cancer, ulcerative colitis or a serious disease must 
be allayed 

Non Drug Measures in Specific Situations: 

Psychotherapy: 70% to 90% IBS patients have 
abnormal scores on psychometric testing 
Psychotherapy involves explaining the relationship of 
stress to bowel symptoms and teaching new and more 
successful styles of coping with problems. Controlled 
studies have shown improvement in pain and diarrhoea 
as well as psychiartic symptoms which was well 
maintained at one year follow up.’ However, symptoms 
of constipation and bloating were unaffected. 

Hypnotherapy: Hypnosis involves instruction to 
relax and control intestinal smooth muscles. 
Hypnotherapy resulted in significantly greater 
reductions in abdominal pain, abdominal distension and 
altered bpwd habits compared to controls in one study. 8 
The overall response rate was 85% and benefit lasted 
for more than 15 months, People over 50 years of age 
and those with significant pychopathology were poor 
responders 

Cognitive Behaviour Therapy: 

This involves the use of progressive muscle 
relaxation training together with biofrfeedback training 
as well as training in modifying habitual ways of 
thinking to reduce stress. Use of these techniques 
resulted in 50% reduction in bowd symptoms in about 


Drug Therapy: 

Antispasmodics: Dicyclomine hydrochlonde has 
been reported to be effective in global improvement 
and relief of abdominal pain 10 Anticholinergic side 
effects such as drymouth. dizziness and blurred vision 
are seen in upto 60% of paticntsjimitmg its usefulness 

Mebeverine hydrochlonde in a dose of 405 mg/ 
day significantly reduces abdominal pain, distension 
and flatulence " It has fewer side effects than 
ditcyclomine Other antispasmodic drugs-pmavenum 
bromide, cimetropium bromide, prifinium bromide are 
also effective in reducing pain Although side effects 
are fewer, they are more expensive 

Zamifenacin is a gut specific M3 muscarinic 
antagonist which reduces postprandial motility with 
minimal side effects. 

Antidiarrhoeals: 

Loperamide is a narcotic analogue that does not 
cross the bloodrain barrier. It is effective in control of 
pain, urgency and diarrhoea but distension is unaffected 
The major side effect is constipation. 1J 

Diphenoxylate is also effective. However it is less 
preferred as it crosses the blood bain barrier leading to 
symptoms of sedation, euphoria and the potential for 
addiction. 

Stimulant Laxatives: 

They are habit forming and should be used only 
when absolutely necessary in the smallest effecti ve dose 
and for the briefest period of time Stimulants such as 
cascara, senna, bisacodyl may aggravate pain by 
producing intestinal spasm. 

Fibre: 

Various products such as bran, psyllium, ispaghula 
husk, com fibre have been used. Fibre is useful for 
constipation but not beneficial for pain and diarrhea n 
Compliance is a problem as high doses (20-39 g/day) 
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Therapy 


IBS: Treatment Recommendations 

Symptoms 


Caution * 

Sid® effects 
Somnoloscence 
Constipation, Agitation 
Roq. Specialist 

Poor fesponse in 50 Yr. 

psychopathology. 

Constipation 

Dose Titration 

Un palatable/pain/bloating 


Anticholinergic 
Tricycl. Anti, Dep. 

Psycho Therapy/ 
Behaviour Therapy 
Hypnotherapy 

Loperamide' 

Fiber 30g/ day 


Pain 

Pain. Diannea. 
Depression 
Pain (by stress) 
Diarrhoea (by stress) 
Pain /Diarrhoea 

Diarrhoea 

(No resp to tricyclic 
Constipation 


are required. Fibre does not affect the basal electrical 
rhythm of the gut. 

Antidepressants: 

About one third of IBS patients with psychiatric 
problems have major depression and many more have 
symptoms of depression. Tricyclic antidepressants have 
been efective in ameliorating symptoms of abdominal 
pain, diarrhoea and depression. 11 They have no effect 
on constipation predominant IBS. There are not 
controlled studes comparing various tricyclic agents, 
hence choice of particular drug should be based on 
patients experience of side effects 

Tranquilizers: 

Although many patients of IBS report their 
symptoms are aggravated by stress or situational 
anxiety but studies on use of tranquilizers in such 
patients have shown a relatively week effects Hence 
tiier is no sound empirical basis for use of tranquilizers 
in IBS 

Indigenous Drugs: 

Bad (Aegle marmelos correa) and Brahme (Bacopa 
monneirea linn) have been used in LBS. In one study in 
diarrhea predominant IBS, indigenous therapy was 
better than standard therapy as wdl as placebo, whereas 
in constipation predominant IBS, it was as effective as 
standard therapy and superior to placebo. 15 

Problems in Management: 

Initial success rate using any form of therapy 
including placebo ranges from 34-70%. The best 
response is obtained using anticholinergics, anxiolytics 
and fib re However even when therapy is continued, 
response is not maintained and is blunted in upto one 
tlurd of patients.. On cessation of therapy, relapse of 
symptoms is common ranging rom 33-61 % at one year. 
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Epilepsy Update 



Abdul Salam MD, DM 



Introduction 

Epilepsy is a common neurological disorder 
affecting 0 5 to 5% population. Hippocrates claimed 
that epilepsy was caused by an organic process in the 
brain Epilepsy is best described as a brain disorder of 
various causes characterised by recurrent seizures due 
to excessive discharges of cerebral neurons. John 
H. Jackson (1825-1911) established a neuropathological 
basis for the epilepsies that earned him the reputation 
as a father of modem concept of epilepsy. A seiziure 
may be the only presenting symptom of an acute or 
chronic neurological dysfunction resulting from 
infection, ischaemia, metabolic disturbances, drugs, 
toxins, structural brain lesions, as a part of systemic 
medical illness or idiopathic. It thus becomes extremely 
important to search for the cause and type of epilepsy 
to provide correct and definite therapy to the patient 
including newer antiepileptic drugs, behavioural 
therapy and curative surgical procedures 1 

Prevalence 

It is claimed that prevalence of epilepsy in 
developing countnes is twice than in the developed 
nations, varying in rural and urban areas. Non¬ 
availability of effective primary health care, higher 
incidence of childhood infections, poor antenatal care, 
low literacy rate, orthodoxy and poor economic 
standards may be resporfible for tiie higher incidence 
in villages and developing countries. Gourie-Devi et al 
(2987) in India found a prevalence of 5.6/1000 in rural 
and 2 5/1000 in semi-urban communities 12 In a rural 
population in Kashmir, the rate was found to be 2.47/ 
1000 (Kaul et al 1988). In a Parsi community in 
Bombay prevalence rate was found to be 3 6/1000 (pilot 
study. Bharucha et al 1988). 50% of all epilepsies start 
within the first 5 years of age and 80% before the age 
of 20 The etiological profile of epilepsy in different 
parts of the world shows true variation. 5 
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Management 

Seizure type 

The guidelines for medical treatment of epilepsy are 
based on the seizure type A correct classification of 
the seizure type is therefore of utmost importance 

Diagnostic Workup 

Diagnosis remains difficult in many patients A 
careful history is extremely important and should 
preferably include a witness’s account. 

A standard EEG is a must for all the patients of 
epilepsy. Computensed tomography, nuclear magnetic 
resonance (NMR), angiography, (DSA), PET and 
(SPECT) studies are important for symptomatic 
epilepsies All intractable cases with an incapacitating 
seizure problem should be evaluated for neurosurgery 
as below 

Location of epilepsy 
I Neurophysiological 

EEG 

U. Behavioural Seizure Correlations-imaging 
VIDEO EEG 
III Structural imaging 

CT Scan 
MRI-DW1 

IV. Functional/Metabolic imaging 

(Localising Congmtive functions) 
a Transcranial Magnetic sitmulation (TMS) 
b Optical imaging 
c. Magnet encephalography (MEG) 
d Fast MRI-MRS 

e. Positron Emission tomography PET 

f. Single Photon Emission Computed Tomography 
SPECT-HMPAO. 

Syncopal attacks, hysteria, panic attacks or 
dyscontrol syndromes need to be ruled out before 
starting the treatment. Drug therapy is only a part of 
total management of a patient with epilepsy and must 
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be adjusted to each individual, since the optima) dose 
of each drug depends on etiology, seizure type, age, 
weight as well as drug metabolism and possible 
interaction with other drugs. Children usually need 
larger doses in relation to their weight than adults 

The initial dose of chosen drug should be small and 
the dosage gradually increased until scizue control is 
achieved. It should be stressed on patients to continue 
the medication regularly, told about the possible side- 
effects and possible illness caused by the medication. 
The patient and the parents must understand and accept 
the illness.' 

Most of the epilepsies today can be managed by the 
following drugs-phenobarbitone (PB), dipheny* 
hydantion, carbamazepine, sodium valproate and 
benzodiazepines Ethosuximide and primodone are used 
less often. __ 


Name 

Vi gabaton 

Macbanism 

GABA Analogue 
binds Transaminase 

Lamotrigine 

[n-babits glutamate 
(EAA) 

Gabapentin 

GABA Analogue binds 
to receptors 

Felbamato 

uncertain 

Oxcarbazapine 

lO.Keta-analogue 

ofCBZ 

Kamecamido 

NMD A 

Receptor antogonist 

Tiagabine 

GABA Reuptake 
in-hibitor 

Topiramate 

Voltage dependant 

Na conductance and enhances 
GABA mediated chloride flux. 

Zonisamide 

Unknown 

Clobozam 

GABA Mimetic activity 


Now multi centric studies as “monotherapy” with new 
AEDS are also going on with encouraging results. 

Behavioural therapy 

Epileptic seizures do not occur in a behavioural 
vacuum and seizure control is significantly influenced 
by altering the attitude and behaviour of an epileptic 
patient. In focal seizures, various sensory stimuli can 
modify the seizure occurence. Behavioural methods 
which seek to modify the activity in populations of cells 
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In about 80% of cases, monotherapy can be utilized 
successfully. Addition of second drug at the most, helps 
partly in another 10 to 15% cases Avoidance of 
polytherapy has definitely reduced toxic side-effects, 
improved seizure control, in some-ensured better 
compliance and decreased financial burden. Sing^ dose 
should be taken at bed time and midday dose should be 
preferably avoided to ensure better compliance For 
GTCS, phenobarbit-one may be preferred in rural 
setting. Duration of therapy ranges from 2-4 years 6 . 

Newer antiepilepdcs (AED) 

New AED are becoming available as a result of 
considerable research and may overcome some of the 
disadvantages of traditional AEDS They are used as 
‘Add on’ therapy in patients with intractable partial 
seizures or Primary Generalsied epilepsies._ 


Dose 

80mg/kg/day 
in dividod doses 

Side efTects 

Confusion, diziness 
Verngo. depression 
psychosis, hcdachc 

75-200mg. 

Ataxia/headachc 

900mg/day 

drowsiness!very less) 

600-3600mg 
in Divided doses 

In Sorruna. blussing 
vision, ataxia anaemia 


Very Few 


Few 

Single dose 

Few 

200-600 mg/ day 

Minimal 

6 -11 /Kg mg/day 

Few 


drowsiness 


surrounding the focus could contribute to the control 
of seizure activity. Various methods used to the purpose 
are:- 

1. Seizure inhibition with both primary and secondary 
components. 

2. Psychological methods like reward management, self 
control and psychophysiological treatment, 
psychotherapy 

3. Bio-feed-back 
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I. Seizure inhibition 


Consists of both primary and secondary 
components 

a Primary seizure inhibition is the direct inhibition of 
seizures by an act of will. 

b Secondary inhibition is inhibition by an action of 
mind or behaviour which interferes with seizure 
generation but is not deliberately intended to do so. 

Pnmary inhibition: External stimuli inhibition seizures. 

1. Mental mechanism-relaxation imagining a smell, 
focussing attention. 

2 Removal of specific precipitants e g. Dealing with 
guilt which induces seizures 

b. Fixing of base on a point, thus stablizing walking 
c ABC charts-accurate recording of everything that 
occurs prior to seizure, dunng or after the seizure, 
d. Forced thinking, smelling unpleasant odour, 
conditioning stimulus, change neuronal excitability 
in seizure focus and there-by inhibit seizure. 9 

Indirect primary inhibition 

When patient carries .> » a set of physical or mental 
actions which are intencio* «o stop the seizure from 
occunng or getting general!. These acts include- 

1 Singing 

2 Distraction 

3 Deliberate alerting 

4 Bursting of photostimulation in photosensitive 
eiplepsy 

5 Mental relaxation techniques (1 +10) 

Secondary inhibition 

It is brought about by following acts - 

1 Maintanance of interest or alertness/relaxation 

2 Low key life style, regular and habitual activity 

3 Treatment of psychological variables like 
depression 

4 Avoiding boredom in a task 

PsychololgicaJ methods for treatment 

If neuronal activity is modified by behavioural 
changes it can also alter the seizure activity 
Mostofysky defines following three areas: 


I. Reward management 

a. Overt reward-in the form of increase in pnvilegcs 
restraint and reward (holding a hand in front of 
light). 

b. Covert reward (Reward in fantasy). To imagine 
situations in which seizure may occur and then to 
fantasizethc non occurance of seizures and resulting 
positive gains. Usually, the imagined occurrance of 
seizure is followed by imagined punishment (non¬ 
reward). 

c. Denial of reward. The physiological strategy of 
denial of reward is a direct attempt to break this 
cycle of secondary gains.(1 + 11). 

II. Punishment Programme 

a. Penalty program Withdrawal of privileges. 

b. Punishment programme. To follow a seizure 
immediately an un-pleasant stimulus like electnc 
shocks, shouting or hitting the patient 

c. Relief avoidance: Seizure activity either electrically 
or behaviourally, triggers an unpleasant stimulus 
Until there is either a reduction in seizure behaviour 
or an improvement in electrical seizure activity 

III. Self control strategies 

Aims to eliminate seizure induction and reinforce 
seizure inhibition 

a Self control. Cognitive strategies to inhibit seizure 
activity. 

b Relaxation and dcscnsitization Progress relaxation 
with encouragement to reproduce these feelings of 
seizures seems imminent by tape or sham sessions 
Identification of seizure cues and possible 
modification by behavioural techniques Flooding 
method-exposing the patient to the situation in winch 
a seizure is likely to be evoked 

IV. Psychotherapy 

Individual and group psycho-theraphy Better life 
adjustment/high resourcefulness/helpfulness/self 
control 

V. Psycho physiological treatments: 

To extinguish the abnormal cortical discharges that 
are evoked by a specific stimulus b\ continually 
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exposing the subject to the stimulus until habituation 
occurs This has been tried in the visual, auditory 
sensory modalities 5 
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with adequate dosage and later family physician could 
monitor the patient further for better compliance. 
Reference 

1 L»cv JR. Pantry JK. Infantile spasms New York: Reven Press 


Bio feedback 

a Kuhlman showed that biofeedback training for 
a 9-14Hz SMR effectively reduced seizures in 
60% of epilepsy subjects tested. 

Nonspecific EEG biofeedback: Conventional 
occipital rhythm biofeedback training to increase 
fast low voltage activity and suppress slow wave 
activity surrounding the epileptic focus 3-8 HZ 
or to enahance 12-15HZ activity or 3-8 HZ to 
11-19HZ (A phase) 


2. Schmidt D. Single drug therapy for intractablo epilepsy I. 
Neurology Vol. 6;221-229, 1983. 

3. Blumhardt RD. Smith PEM, Owen L. ECG accompaniments 
of temporal be epileptic seizures, lancet 1:1051.1986. 

4 Constaning L. Martin JB. Fincham RW. Bradycardia and 
syncope as manifetation of partial epilepsy J. Am Coll. 
Cardiol 15 900.1990 

5. Peter Fenwick, the behavioral treatment of epilepsy 
generation and inhibition of seizures. Neurological clinics- 
Epilepsy II special issues Vol. I. No.2 Page 175-197, Feb. 
1994 

6 . Symposium of epilepsy. Neurology India Vol. 35. No.5, Sep. 
1987 page 271-295. 


b Feedback of other physiological parameters. 

Fried et al argued that patients with high end tidal 
pa CO, were likely to have more seizures. If end tidal 
PaCo, could be reduced by training in breathing, the 
seizure frequency could be expected to fall and cerebral 
rhythms normalize. The end-tidal PfC0 2 was shown 
to them in a biofeedback form on a video monitor. EEG 
power spectrum normalizes and seizures frequency 
reduced lo 

C'onclusion 

After suspecting the diagnosis of epilepsy, a patient 
alongwith EEG should consult a neurologist for proper 
diagnosis of seizure type and selecting a proper drug 


7. Aird R.B. The importance of seizure inducing factors in the 
control of refractory forms of epilepsy Epilepsia Vol. 24. 
567-583. 1983. 

8 . Chadwick D, Turnbull DM. The comparative efficacy of 
antiepilopbc drugs for partial and tomcdonic seizures. Journal 
of Neurology. Neurosurgery and psychiatry 48. 1073-1077; 
1985. 

9. Gupta AM, Jeavons PM. Complex partial sizues: EEG foci 
and responds to carbamazepino and sodium valproate. Journal 
of Neurosurgery and Psychiatry 48:10 10-1014; 1985. 

10. Adrian Williams. Epilepsy-New treatments. 559-564, 
Medicine-Update Oct. 1995. 

11. Aircardij Chevric JJ. Myoclonic epillepsies of childhood 
Neuropediatrics 1971; 3:177-90. 

12. Delorenzo RJ. Status epilepheus. current therapy in 
neurosurgical disease. 3 Philadephia. To ronto. BC Decker. 
Inc 1990 (3): 57-83. 

13. TR Feldman RG; eds Epilepsy Diagnosis and management. 
Boston: Little Browin; 1983:75-92. 
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An Overview of the New Drug Development in the United States 


G Nabi Mir, BSc. M.Pharm. MBA, Ph D 

The first step in new drug development is research 

into etiology of disease Most drugs are developed by 
the pharmaceutical industry with additional 
contn butions by academic and government laboratories 
and hospitals Before a chemical may be tested in man, 
however, it will be synthesized, purified, screened, and 
tested in animal to identify possible drug efects and 
toxicity. 1 

Animal testing to determine possible toxic effects 
prior to testing in man in done without FDA 
involvement. There is specific animal testing 
(proclinical testing), however, that must be performed 
to justify the initial tests in man. The reasons for 
performing preclimcal testing are to detect.dcrt toxicity, 
establish dose-response estimates of pharmacological 
and toxic effects, assess drug distribution to organ 
systems, identify metabolic, kinetic, and elimination 
pathways; assess caranogenaty, reproductivetoxiaty, 
and teratogenicity potential; and to make clinical safety 
assessments (see Figure I for a schematic presentation 
of the drug development time line) As tests in man 
advance they are preceded by the more extensive 
preclinical testing to assess potential nsks as exposure 
becomes more extensive 

Before the test substance is given to man a Notice 
of Claimed Investigational Exemption for a New Drug 
(IND) must be received by FDA 30 days in advance of 
initiation of the sponsor s clinical study. The sponsor 
of the investigation may be a company, institution, or 
an individual physician Clinical investigations of new 
molecular entities (NME), however, are almost always 
sponsored by pharmaceutical companies or research 
institutions. 2 

In the 30 days after receiving the IND, FDA 
performs a safety review of the proposed clinical study 
(les). the safety review is to assure that the preclinical 
studies are sufficient to justify the clinical protocol, 
the drug t o be tested is sufficiently characterized 
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chemically and is suitable, the clinical investigators^ 
qualified by training and expenence to conduct the 
proposed study, the investigator brochure adequately 
informs the investigators about the drug’s known 
properties, and the study’s design has a resonable 
prospect of providing medically meaningful data If 
these conditions are not fulfilled, FDA will notify the 
sponsor not to start until the study design is changed 
or tiie data to justify the study are submitted to FDA 

After reveivingthe IND, the FDA review division 
will assign a review team consisting of at least a medical 
officer, pharmacologist, and chemist to review the IND 
A consumer safety officer will work the team to manage 
administrative matters. In addition, the review team 
may be supplemented by a statistician, a 
biopharmaceutist, and/or microbiologist if needed! 

Clinical trials are conducted in three phases Phase 
I is the very first time an NME is given to man The 
test subjects may be human volunteers or where the 
nsks justify it, patients with the target disease The 
test drug is used without a control agent and the dose 
is esclated to no more than the level justified by the 
preclinical testing completed to this point The clinical 
investigators are determining human safety and 
tolerance, pharmacokinetics, and preliminary evidence 
of potential drug efficacy. The test subjects are intensely 
monitored, and the test is conducted with flexibility in 
making adjustments Usually there are 20-80 subjects 
These tests rarely result in permanent harm to the 
subject although some do become ill during such 
studies. 

The entry of normal subjects and patients into a 
clinical study must be compliant with FDA regulations 
governing Protection of Human Subjects. Before a 
clinical study may be undertaken, it is also subject to a 
peer review system governed by the FDA regulation 
entitled Institutional Review Boards. The local 
Institutional Review Board will review the protocol to 
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assure that it conforms to local medical standards for 
clinical investigation 

Phase I clinical protocols must estimate the number 
of subjects, describe the conditions under which a 
subject will be excluded from the trial, state the dosing 
plan (including dose determination and duration), and 
identify the critical elements of safety. These studies 
take several months to complete. 

Phase II clinical studies are characterized by 
controlled trials to establish activity and primary 
efficacy; carefully defined patient groups, endpoints 
and dose(s); rigid adherence to protocols; and the use 
of a control (eg. placebo). For many durg classes FDA 
has written guidelines that explain the kind of clinical 
studies and designs that they have found to be most 


useful in determining effectiveness. There may be up 
to several hundred patients in the Phase II studies, and 
these may take from several months to several years. 

Phase III clinical studies include large randomized 
controlled and uncontrolled multicenter trials Thfcse 
studies provide a wider spectrum of patient use 
conditions that approximate what actual patient use 
will be after approval. This wide experience provides 
an opportunity for less frequently occurring adverse 
effects to appear Labeling information is then expanded 
to address these events. Direction for use are improved 
as a wider number of physicians read the labeling, use 
the drug, and report their experience with patients. 
Ambiguities in the labeling are identified and corrected 
This helps improve safe and effective use of the drug 


Figure 1 

Drug Development Time Line 


Clinical Study 

In the IND the sponsor must tell FDA the complete composition of the drug, its source, and how it is made as 
well as the summarized results of the preclinical studies that justify the proposed clinical test. 


Chemical Development 

* Synthesis 
^Purification 
Packaging. Components 

* Identification 


Testing of Drug Igredients 
Methods Validation 


Stability Testing 
Development of 
Dosage Form(s) & 
of Impuities 


* Characterization of Initial and Continuing Work on Methods 

New Drug Substance of Identification and Analysis 


Pharmacology & Toxicity Testing: Reproductive Studies-> 

- > 

♦ Animal Testing LD50 - Acute Animal Tests 

for Activity 

Safety testing is done Subacute Animal Chronic Testing (6-1 8 mos ) 

with active drug via Tests (up to 3 mos.) 
the clinical route 


Clinical Studies 


Phase I 

Phase II 

Phase Ill 

Phase IV 

'Human Toxicity 

•Control 

•More patients exposed; less 

•Post Approval study 

'Metabolism 

Trials for 

frequent occurring ADPs 

further delineates the drug 

'Absorption 

Additinal 

•More physician experience 

risks, beirdits & optimal 

'Elimination 

Safety Experience 

helps improve directions 

use (e g . in other 

'Pharmacology 


for use 

patients populations. 

•Safe Dose Range 



regimens, other stages 

•Early Clues of Effectiveness 


of the diesease. & long 




term use) 


262 


Vol 4 No 4, October-December 1997 






when approved for meeting Several hundred to several 
thousand patients may receive the drugoverl -4 years 
during Phase III. In addition, other formulations and 
routes of administration may be explored during Phase 
n and m. 3 

Phase 11 and III protocols should fully desenbe all 
aspects of the studies These aspects include: 

• The objectives of the protocol, 

• Name and qualification of each investigator and 
subinvestigator, 

• Name and address of the research site (hospital, 
office, or laboratory), 

• Critena for selection and exclusion of patients and 
the number of patients to enter the study. 

• Study design (i e control agent if used, dosing 
regimen, and duration of patient exposure). 

• Observations to be made, and measures to monitor 
effects and risks . 4 

After the Notice of Claimed Investigation Exemption 
for a New Drug is submitted to FDA the IND sponsor 
is obligated to periodically report to FDA how the 
investigations are proceeding Protocols for new 
investigations must be submitted 30 days in advance 
of their start This allows the medical officer to review 
the new protocol before it begins to assure unsafe 
protocols are not initiated after the initial IND safety 
review Other data and information related to chemistry 
and animal testing are reviewed by the other members 
of the team If problems are found, a letter reporting 
these deficiencies is sent to the sponsor calling for 
additional information. If the deficiencies are 
significant, progress of studies may be restricted until 
the deficiencies are resolved 

Dunngthe clinical studies unexpected and/or senous 
untoward events must be reported promptly by the 
investigators to the sponsor. The sponsor must report 
to FDA and the other investigators must be alerted and 
kept abreast of these developments 

If the drug under investigation is a new and 
previuously unstudied molecular entity, information 
about the drug's pharmacology/toxicology and 
chemistry will continue to be developed as the clinical 
studies are underway. These data continue to be 
submitted and reviewed, and this clinical experience 
and chemistry and manufacturing data may result in 
the modification of the test drug’s formulation The 
drug’s new pharmacology/toxicology data and new 
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clinical expenence may result in the changes in how .r 
is given When Phase III is completed and the sponsor 
believes it has developed scientifically sound evidence 
to demonstrate the drug is safe and effective for the 
proposed indication for use, a new drug application 
(NDA) may be submitted 

The New Drug Application 

The NDA must summarize the pharmacology/ 
toxicology findings; provide information about the 
properties of the bulk active ingredient, formulation of 
the dosage form, how and where it will be 
manufactured, tested, labeled, and packaged; present 
stability testing results; and summarize the results of 
the clinical testing for safety and effectiveness ’ 

NDas were originally submitted as hard copy 
(paper), then on microfiche with some hard copy 
volumes, and now some NDAs are submitted as 
computer assisted new drug applications (CANDAs) 
For an NDA to receive prompt reviews, it is important 
that the applicant understand it must wnte and assemble 
an application in a manner that facilitates review To 
accomplish this, FDA has published guidelines that 
address the content of each review discipline and the 
mechanics and structure of an NDA 1 

approve the application if he then finds that none 
of the grounds for denying approval, 
give the applicant notice of an opportunity for a 
hearing before the Secretary 
All decisions to approve or refuse to approve an 
NDA relate to balancing patient risk versus potential 
benefits Some decisions are quite clear, but other issues 
may be more ambiguous These issues may relate to 
whether the drug s use should be limited to a narrower 
or wider group of patients or it should be used when a 
condition is first diagnosed or be a later choice if the 
first choice of treatment fails. Questiuons like these 
will often be taken to an FDA advisory committee for 
its recommendations. In addition, all NDAs for new 
molecular entities are presented to the advisory 
committee related to the durg's therapeutic use* 
Sometimes the issues before the committee can be 
resolved in the drug's labeling In other cases, the drug 
may have too great a risk to be approved Applications 
for controversial therapies will be brought to an 
advisory committee for the committee’s advice but also 
to establish a public record and allow special interest 
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or pressure groups the opportunity to gi ve thdr opinion 
and hear recommendations, the opportunity for public 
participation was given. 

After receiving the advisory committee s 
recommendation FDA will proceed with its action. 
Generally, FDA follows the advisory committee s 
recommendations but not always. FDA’s action may 
be approval of the NDA with certain conditions, a 
request for additional data or information, or a refusal 
to approve the NDA. 

If FDA refuses to approve the NDA, the applicant 
may seek an administrative hearing before and 
administrative law judge who is an employee ofthe 
Department of Health and Human Services. This 
heanng is a trial addressing the ments of approving 
the NDA The decision of this judge may be appealed 
to the United States Court of Appeals. 

After Approval of the NDA 

After an NDA is approved, the applicant is obligated 

t°; t 

• Comply with any conditions set forth in the approval 

Jetter, 

• Manufacture, package, and label the drug in 
accordance with the conditions set forth in the 
approved NDA. 

• Notify FDA of all changes related to the 
manufacture of the new drug substance and new 
drug product, its labeling, and its packaging, and 
where required obtain approval prior to 
implementation ofthe change, and 

• Comply with all FDA reporting requirements * 

After approval of the NDA, FDA requires the 
submission of: 

• Adverse drug experiences relating to serious and 
unexpected events. 

• Information concerning any increase in the 
frequency of occurrence of serious and unexpected 
adverse drug experiences, 

• Information about problems encountered during 
distribution relating to the drug’s manufacture or 
labeling, 

• Annual reports of the applicant’s activities, and 

• Advertising and promotion activities relating to the 
initial marketing campaign 

If the frequency of senous and unexpected adv erse 
drug reactions significantly increases during marketing. 


FDA must be notified within 15 working days of 
determining the significant increase. The applicant is 
required to notify the FDA district office responsible 
for inspecting the manufacturing facility of any report 
of the distributed product being mistaken for another 
product or its labeling being applied to another product. 
Similarly, the applicant must report any information 
concerning bacterial contamination, or any significant 
chemical, physical, or other change or detenoration of 
the product or reports of distributed batches failing to 
meet the specifications in the NDA 

After approval, the applicant must make an annual 
report to FDA summarizing the applicant’s activities 
during the past year. These activities include: 

• New information that might affect safety and 
efficacy, 

• The quantity of drug distributed, 

® Currently used professional labeling and a summary 
of any changes made to the labeling in the past year. 

• Reports of chemical and physical testing including 
any manufacturing and controls changes for which 
a supplement was not filed, 

• Any unpublished reports and summaries of 
published reports of animal or in vitro testing, 

• Summaries of published and unpublished clinical 
trials or other clinical testing including 
epidemiological studies or analyses, and 

• The status of any postapproval studies performed 
by or for the applicant. 

Specimens of the mailing pieces, other labeling, and 
advertising for the initial promotion of the drug are to 
be submitted to the Division of Drug Marketing. 
Advertising and Communications. 
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Anaesthetic Considerations of Phaeochromocytoma-A SKIMS Approach 


Javid Ahmad Zaigar. M D ; Ghowkat Ahmad Gurcoo, M D . Mehraj ud Dm, FFARCS; Fayaz Ahmad Bhat. M D 


Phaeochromocytoma is a catecholamine-secreting 
tumour, which orginates in the adrenal medulla or in 
chromaffin tissue along the paravertebral sympathetic 
chain extending from the pelvis to the base of the skull 
Over 95% of phaeochromocytomas are found in the 
abdominal cavity and about 90% originate in the 
adrenal medulla. About 10% of these tumours mvolves 
both adrenals and functional tumours in multiple sites 
are found in nearly 20% of patients, expecially children 
Less than 10% of these tumours are malignant. 
Phaeochromocytomas typically occur in patients 30 to 
50 years of age, but about. 1/3rd of reported cases 
have been in children, 70% of whom are males? 
Phaeochromocytoma is usually an isolated finding but 
these tumours can occur in conjuction with other 
functional endocnne tumours. 

Most phaeocfomocytomas secrete a combinatiuon 
of noradrenaline and adrenaline, but noradrenaline is 
usually secreted more. Rarely, a tumour may secrete 
adrenaline alone. The signs and symptoms of 
phaeochromoytomas result from the release of these 
highly potent amines 

Clinical Presentation: 

The hallmark of phaeochromocytoma is a 
paroxysmal hypertension, associated with diaphoresis, 
headache, tremulousness, and palpitation. The triad of 
diaphoresis, tachycardia and headaches in hypertensive 
patients is highly suggestive of phaeochromocytoma 
Attacks last less than 15 minutes in approximately 50% 
and less than 1 hour in 80% of patients. Symptoms are 
provoked by postural changes, exercise, anxiety, 
trauma, pain and administration of certain drugs. 
Hypertension is present in more than 90% of patients 3 * 4 . 
Nausea and vomiting, personality changes,visual 
disturbances and weight loss are usually present. 
Orthostatic hypotension is a common finding reflecting 
decrease in intravascular fluid volume associated with 


sustained hypertension. Hyperglycemia reflects 
predominance of alpha effects over beta effects 

Diagnosis 

The most widely used screening procedures are 
measurements of urinary excretion of catecholamine 
or metabolities of catecholamines such as 
metanephnnes or vamlly mandelic acid (VMA) But 
incidence of false negative results can be as high as 
50%*. In contrast, measurement of total plasma 
concentrations of catecholamines reliably reflects the 
presence or absence of phaeochromocytoma in nearly 
every patient 6 . A value of 1000 pg/ml or less is 
considered to rule out phaeochromocytoma Value 
between 1000 pg/ml and 2000 pg/ml are considered 
equivocal;! and values above 2000 pg/ml are considered 
diagnesvtic for phaeochromocytoma. 

Urinary excretion of catecholamines and 
catecholamine metabolites 
Daily urinary excretion 

Normal Phaeochromocytoma 

Total metanephrines 0.1 - 1.6 mgs 2.5. -4 mgs 

VMA 1-8 mg 10-250 mgs 

Total catecholamine 4-126 ugs 200-4000 ugs 

Provocative tests with glucagon or a clonidine 
suppression tests can be used in patients whose urine 
tests are equivocal. Once diagnosis of 
Phaeochromocytoma is made, the tumour must be 
localized Plain radiographs or intravenous pyelograms 
that show lateral displacement of kidney are a first 
approach. Recently. MRI scans have replaced CT, 
which itself replaced urography and venous sampling 
When such techniques do not yield definitive results, 
scanning with I 13 - metaiaodobcnzy-Nguamdine (a 
guanethidine analogue) can be used 

Anaesthetic Considerations 

Penopertive management of pheochromocytoma 
is a challenging job for anaesthetists. 
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Preparation: The management starts with the 
preoperative preparation of the patients with adrenergic 
blocking drugs which is regarded as a major factor in 
the reduction of perioperative morbidity and mortality. 
The alpha adrenergic blocking agents used are 
phenoxybenzamine or prazosin Phenoxybenzamine is 
started in the adult in doses of 20 mgs/day orally. The 
dose is increased by 10 mg increments daily until 
reduction in symptoms and stabilization of arterial 
pressure have been achieved. Most patients require a 
dose of 60-250 mgs/day and the optimal duration of 
preopertive therapy, is approximately 10-14 days. 
Prazosin is a relatively selective post synaptic alpha-I 
receptor anatagonist and is preferable in contast to 
phenoxybenzamine. Prazosin 1 mgp.otds for 2 weeks 
before surgery is given. AJphaadrenergjc blockade 
prevents vasoconstriction, leading to reduction of blood 
pressure, increase in intra-vasular volume; decrease in 
hematocrit and release of insulin which in turn would 
reduce the likelihood of hyperglycemia. Persistence of 
tachycardia and/or cardiac dysrhythmias despite the 
presence of alpha blockade is an indication for 
administration of beta-adrenergic drugs such as 
Propranolol in the dose of20-40 mgs four times a day. 1 2 3 4 * * 7 
However, propranolol should not be instituted in 
absence of alpha-adrenergic blockade since beta- 
blockade may significantly increase arterial pressure 
due unopposed alpha mediated vasoconstriction. 8 In 
addition decreased left ventricular performance can 
occur during tumour manipulation and this may be 
aggravated by pre-operative beta-blockade. 9 

Optimal preoperative preparation is met as per the 
criteria laid by Roisen in 1983 which are as follows:- 

1. Arterial pressure not greater than 165/90 mmHg 
should be observed for 48 hrabefore surgery. 

2. Orthostatic hypotension should be present but 
greater than 80/45 mmHg. 

3. The ECG should be free from changes in ST 
segment and T waves for at least 2 weeks. 

4. No more than one premature ventricular contraction 

should be present every 5 minutes. 10 

Frequent preanaesthetic visits are made before 

surgery to examine the patient and to alleviate his 

anxiety as far as possible. 

Premedication; Premedication involves 

administration of an oral benzodiazepine like Diazepam 


5-10 mgs orally and Pethidine 50 mgs 1/M 2 hrs before 
surgery, so as to reduce the likelihood of apprehension- 
induced activation of the sympathetic nervous system. 

Transportation: Transportation of patiertt1b§ 
operation theatre is accomplished very carefully. Patient 
is shifted on a trolly with the doctor accompanying the 
patient The posture of the patient is not changed. 

Intraoperative management: In the operation 
theatre, an IV line is set up, pulse oximeter is attached 
to patients finger, ECG monitor is set up. Non invasiive 
BP momtonng devices are put on. An arterial line is 
, put in the left radial artery under local anaesthesia to 
monitor blood pressure directly. 

Induction of anaesthesia is accomplished with the 
intravenous administration of short acting barbiturate 
i.e. sodium thiopentone 4-6mgs/Kg of body wt. 

For skeletal muscle paralysis non deplorizaing 
muscle relaxant vecuronium which produces minimal 
cardiovascular effects is preferred over succinylcholine. 
Succinylocholine causes histamine release and 
compression of the tumour by drug induced 
fasciculations of skeletal muscles could provoke the 
release of catecholamines, pancuronium may produce 
stimulation of sympathetic nervous system and 
hypertension and so it is avoided 12 . 

An adequate depth of anaesthesia is essential for 
laryngoscopy and intubation to minimise increases in 
blood pressure. Lidocame 1-2 mgs/kg about 1 minute 
prior to laryngoscopy is given to attenuate the stress 
response during laryngoscopy and intubation of 
trachea 13 . In addition intravenous Buprenophine 5-10 
ugs/kg is used as analgesic. Sodium nitroprusside 
infusion is kept available if persistent hypertension 
accompaines intubation of trachea. Sodium 
nitroprusside 1-2 ugs/kg administered intravenously, 
is effective for treating acute increases in blood 
pressure. Maintenance of anaesthesia is accomplished 
with 50% nitrous oxide/oxygen. 

Virtually all patients exhibit increases in systolic 
pressure above 200 mmHg for some period, mspite of 
all precautions. Hypertensive crises is directly related 
to noxious stimuli which occurs at various stages. These 
are(i) During transportation (ii) Dunng laryngoscopy 
and tracheal intubation (iii) Skin incision (iv) Dunng 
abdominal exploration (v) Manipulation of tumor A 
continuous infusion of sodium nitroprusside (4-8 ug/ 
kg/min) is necessary to treat the hypertensive episodes 
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Maintenance of a normal blood pressure is important 
for reducing the incidence of cardiac dysrhythmias. A 
continous infusion of lidocame(20-40 ug/kg/mt) is used 
if ventricular cardiac dysrhythmais persist despite 
maintenance of normal blood pressure. Incremental 


intravenous injection of beta adrenergic antagonist 
drugs such4s propranolol 0.5-1 mg i.v. bolus or esmolol 
200 ug/kg bolus are used for management of excessive 
increases in heart rate. B-blockers are used cautiously 
in presence of catecholamine induced cardiomyopathy. 

Reduction in blood pressure may accompany 
decreases in plasma concentrations of catecholamines 
that occur as the veins draining the phaeochromocytoma 
are surgically ligated. This reduction in blood pressure 
is treated by rapid infusion of crystalloid (i.e. Ringers 
lactate solution) or colloid (i.e. Hemaccel 3.5%) 
solutions. Persistent hypotension may require 
continuous intravenous infusion of dopamine (>10 ug/ 
kg/min) and/or norepinephrine (.04 to .25 ug/kg/mt) 
unit peripheral vasculature can adapt to decreased levels 
of alpha-adrenergic stimulation 

Hyperglycemia is typical before excision of 
phaeochromocytoma, hypoglycemia may occur when 
plasma catecholamine concent rati uons decrease after 
removal of the tumour 14 . 

Monitoring: Monitoring during anaesthesia 
includes continuous measurement of arterial pressure 
using a radial arterial canula, continuous ECG 


monitoring, pulse oximetry, and urinary output 
measurements. A central venous pressure line is used 
for monitoring the status of intravascular fluid volume 
by canulatmg the internal jugular vein. Monitoring of 
temperature is done by putting a probe in the mid 
esophagus Monitoring of a rten a I blood gases.plasma 
electrolytes and blood glucose is important during the 
penoperative period. A neuromuscular junction monitor 
is used to guide the administration of nondepolanzing 
drugs ie vecuronium. 

After completion of the surgery, the neuromuscular 
blockade is reversed with neostigmine 0 04 to 0 06 mgs/ 
kg and glycopyrollate 4-8 ugs/kg. 

Post operative management of these patiets involves 
shifting of the patient to surgical intensive care unit 
and continuation of invasive monitoring until the 
presence of cardiovascular stability is assured Failure 
of higher levels of blood pressure to return to normal 


within 24 to 48 hours after excision of a 
phaeochromocytoma is highly suggestive that a 
catecholamine secreting tumour is still present Desoite 
the return of blood pressure to normal levels, plasma 
concentration often don’t return to base line until 7 
days to 10 days after surgery. 15 
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Treatment of Metastatic Bone Disease By Palliative Radiotherapy 


D.N. Sharma MD; B.S. Awasthy MD; B.K. Moha nti MD ______ 

Abstract: From 1992 to 1993, 45 patients ojbone metastasis were treated by palliative radiotherapy. Most of the 
patients were in age group of 40-60 years (26/45). Cancer of the lung, breast and multiple my eloma were the 
common primary' sites. Thirty one patients had multiple skeletal metastasis while 11 had solitary involvement. 
Associated metastasis in extrciskeletal organs like liver lung, bones etc. were noticed in 8 patients. 

The aim of palliative radiotherapy was to alleviate the various troublesome symptoms like intractable bone 
pain, spinal cord compression, pathologicalfracture etc. Various doses of radiation ranging from 8 Gy to 30 GY 
were used in different time-dose-fraction schedules. Two third of the patients responded to the treatment and the 
median duration of response was 2 months. Single fraction treatments were equally effective as compared to the 
various other fractionated treatments. 

Key Words: Cancer; Bone metastases; Palliative radiotherapy. 
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Introduction 

Upto 50% of patients with breast, lung and prostate 
can-cer will develop bone metastasis and these cancers 
constitute more than 80% of all patients with bone 
metastasis. 1 Localised pain is the commonest symptom 
associated with metastatic bone disease (MBD). 
Vertebral metastasis may also be associated with an 
extradural soft tissue growth causing cord compression 

The aim of treatment is usually palliative as the 
expected survival is poor in these patients in view of 
the widespread metastasis. The major goal is to keep 
these patients ambulatory with little or no pain and 
some improvement in the quality of life. 2 Radiotherapy, 
besidessuigery, chemotherapy and analgesic therapy, 
plays a vital role in palliating the various distressing 
symptoms in these patients. It is effective in most of 
the patients, easy to administer, can be delivered on 
outdoor basis with minimal hospital visits, least toxic 
and less costly. MBD from tumors of thyroid and 
gemto-urinary tract appears to be little unresponsive 
The degree of pain relief may, in fact, be independent 
of primary site but time to achieve pain relief may be 


longer in slow growing tumors like bladder, kidney, 
thyroid and prostate. Timely initiation of radiotherapy 
may also avoid pathological fractures and spinal cord 
compression. 2 We present a retrospective analysis of 
45 patients of MBD treated by palliative radiotherapy. 

Material and Methods 

This study is based on analysis of 45 patients of 
MBD who received palliative radiotherapy in the 
Department of Radiotherapy, Institute Rotary Cancer 
Hospital, All India Institute of Medical Sciences, New 
Delhi, during the period between 1992-93. All the 
patients had the histopathologjcal proof of their primary 
malignant disease except in three patients where the 
primary site could not be detected These 3 patients 
had FNAC proved bony metastasis and labelled to have 
metastasis of unknown ongjn (MUO). 

Table 1 shows the distribution of patients according 
to the primary site. The common primaries observed 
were lung, breast and multiple myeloma Most of the 
patients were in the age range of 40-60 yrs Median 
age was 52 yrs. 
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Table l 

Distribution according to prinary slto 


S.N. 

Site 

No. of pts 

Percentage 

1 . 

Lung 

9 

20.0 

2. 

Breast 

9 

20.0 

3. 

Prostate 

6 

13.6 

4. 

Multiple Myeloma 

10 

22.0 

5. 

M.U.O. 

3 

6.6 

6. 

Others 

8 

17.8 


Total 

45 



M. U.O., Metastasis of unkown origin 


AJI the patients had undergone plain skiagram of 
the region of suspected bone metastasis. CT Scan, MRI 
and bone scan were done wherever necessary. Table 2 
shows the distribution according to the site of 
metastasis Majority had vertebral metastasis followed 
by pelvis, skull, femur etc. Thirty one patients had 
multiple inetastases while 14 had solitary. Eight patients 
had associated extraskeletal metastasis in lung, liver, 
brain etc. 


Table 2 

Distribution according to metastatic site 

S.N. 

Site 

No. of pts 

Percentage 

1 . 

Vertebrae 

21 

46.6 

2. 

Pelvis 

10 

220 

3. 

Skull 

8 

17.8 

4. 

Femur 

8 

17.8 

5. 

Others 

7 

15.6 


Eleven patients had received no prior treatment for 
the primary disease while rest of the patients had 
treatment in the form of either surgery, radiotherapy, 
chemotherapy. 

The indication of palliative radiotherapy in most of 
patients were pain, pathological fracture and spinal cord 
compression AJI the patients were treated on Cobalt- 
60 tdetherapy Unit at 80 cm SSD. Various dose fraction 
schedules are shown in Table 3. The total dose ranged 
from 8 GY 30 GY except in 3 patients (who received 
more than 30 GY) where the expected survival was 
compareti vely longer in view of their primary disease 
(lymphoma 2, seminoma 1). 

Single fraction of 8 Gy was preferred in many 
patients because of several factors: poor general 
condition, compromised ambulation, expected short 
survival, difficult reproducibility of treatment due to 
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postural problems and long travelling distances. Thouah 
monthly follow up was advised but rigidity was not 
justifiable as the aim treatment was only palliative 


Table 3 

Response observed with different 

dose schedules 


No. 

CR 

PR 

NR 

Lt FU 

8 Gy/IF 

21 

0 

14 

3 

4 

15Gy/3F/3d 

8 

0 

5 

1 

2 

20 Gy/5F/lwk 

5 

0 

3 

1 

I 

30 Gy/10F/2 wks 

8 

0 

5 

0 

3 

>30 Gy 

3 

0 

3 

0 

0 

Total 

45 

0 30(66%). 5(11%) 

10(22%) 


CR. Complete Response; PR, Partial Responso 
NR, No Response; _Lt FU. Lost follow Up. 


Results 

The evaluation of response was done as per 
following criteria. Total disappearrence of all the 
symptoms and signs of MBD was termed as complete 
response (CR) and more than 50% response as partial 
response (PR). Table 3 depicts the results in terms of 
response according to different dose fraction schedules 
Out of 45 patients, 30 (66%) had PR and five had no 
response (NR). No patients had CR The response was 
sustained for a median duration of 2 months. Ten 
patients were lost to follow up Median follow up penod 
was 3 months. 

Discussion 

Role of radiotherapy in palliation of MBD has been 
already established by many authors 1 - 3 -*. However, the 
dose fraction regimens differ from centre to centre and 
country to country. Some authors 3 5 favour the short 
course treatments while others 6 - 7 prefer the prolonged 
treatments. « 

Hoskin 3 in his study, reported no difference in the 
pain relief between a single dose and multiple dose 
fraction schedules in MBD and pain relief lasted for 
about 3 months in about 70% of patients. On the other 
hand Blitzer 6 and Zdefsky 7 concluded in their respective 
studies that pain relief was better with multiple fractions 
as compared to single fraction. 

But in a developing country like India, where the 
radiotherapy resourses are limited, the dose fraction 
regimes should be optimised accordingly. As evident 
from Table 3, we have optimised our treatment 
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schedules by preferring short course treatments mainly 
because of two reasons. Firstly, majority of patients 
belong to distant areas and fed inconvenient while 
travelling long distances. Secondly, the short course 
treatments avoid the overloading of hospital staff and 
resources. Unnecessary overloading may debar the 
curative patients from the benefit of radiotherapy. 

Our results with different optimised regimens are 
almost similar. Ten patients were lost to follow up. This 
might be because of their deteriorating general condition 
due to already advanced disease. It might be because 
of the fact that many patients feel troubled to travel 
long distances Therefore, our strategy of using single 
fraction treatments in majority of paients (46.6%) is 
justified 

Though ours is a small series of 45 patients, we 
conclude that radiotherapy is an effective modality of 
palliating the MBD and short course regimens are 
almost equally benefecial in Indian circumstances. 
However a larger prospective randomised study is 


needed to prove the significant superiority of a 
particular dose fraction schedule. 
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Menstrual Pattern And Ovulation In Women With Primary Infertility 
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Abstract In this study we investigated 250females with primary infertility. We documented / , ~T 
( 21.60%). hyperprolactinemia in 26(10.40%), arui premature ovarum failure in 22(8.80%) ofthTe women^a 
of 165 women wtth regular predictable menstrual cycles, 146 had ovulatory cycles eventhoLh , 7 ° , 

anovulaaon and 7 women with hyperprolactinemia also had regular menstrual cycles. OvulatoffaTneZ'Z 
usually assoc,atedwrth menstrual irregularities. Before entering,his study, 209females hadalreadyhZendoZZZ 
biopsy (many of,hem, more than once) suggesting this to be a favour,,e diagnostic . too! inZhese patients ms 
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Introduction 

Normal fertility has not been properly defined. A 
couple is said to have decreased fertility if they have 
not achieved pregnancy after unprotected sexual 
exposure within 12 cycles Very fertile couples achieve 
pregnancy withn the first few cycles, and others make 
it within 12 cycles Infertility is usually defined as 
failure to conceive after one year of unprotected sexual 
intercourse in a couple trying to achieve pregnancy; it 
is called primary when no conception has even taken 
place, and secondary when at least one previous 
conception has been either hormonally or histologically 
documented 1 . The care of an infertile couple must be 
based on an accurate assessment of infertility in both 
partners and therefore the clinical examination and 
investigations of each partner must be designed with 
this premise in mind 

In this study we assessed ovulation/anovulation in 
women with primary infertility and correlated it with 
their menstrual pattern. We also discuss the role of 
endometrial biopsy in the clinical assessment of these 
women 

Material And Methods 

This study was conducted on 250 women aged 18- 
40 years who attended the endocrine clinic of the 
Institute of Medical Sciences, Soura, Srinagar, Ka shmir 
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because of primary infertility. Women with clinical 
evidence of systemic disease were excluded. A detailed 
history was taken with particular emphasis on the 
pattern of pubertal development, menstrual history, 
galactorrhea, any virilization or defemmization, and 
drug or hormone intake. Detailed clinical examination 
was performed with particular emphasis on secondary 
sexual characteristics like habitus, breast development, 
pubic and axillary hair, presence of galactorrhea, and 
evidence of virilization or defemmization The pubic 
hair and breast development were graded according to 
Marshall and Tanner Staging. 2 

Detailed investigations were performed in all 
subjects. Routine investigations included a complete 
blood count, urine analysis, fasting and postprandial 
blood gulcose levels, VDRL, and X-ray chest Specific 
investigations performed included estimation of follicle 
stimulation hormone (FSH), luteinizing hormone (LH), 
prolactin (FRL), and thyroid stimulating hormone 
(TSH) levels. 

Documentation of ovulation: 

A woman with regular predictable, painful 
menstrual cycles was presumed to be ovulating. 
However, ovulation was documented by one or more 
of followiung methods: (i) Basal body termperature- 
The temperature was taken orally in the morning 

Masoodi. Laway) and Immunology (Salahuddin) SKIMS. Soura. 
Srinagar 190 001. Kashmir, India 
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immediately upon awakening and before any activity. 
A biphasic temperature was taken as indicative of 
ovulation, (ii) Endometrial biopsy- This was performed 
in the premenstrual period 2 to 3 days prior to the 
expected day of menses. A biopsy showing normal 
secretory changes was taken as indicative of ovulation, 
(iii) Serum progesterone estimation- Values at mid- 
luteal phase (just at the midpoint between ovulation 
and the onset of next menstrual cycle) of 6.5. ng/mL 
and preferably 10 ng/mL or more were taken as 
confirmative of ovulation. 3 In patients with 
unpredictable cycles, serial progesterone estimations 
were done, (i v) Ultrasonographic detection of follicular 
maturation- In some patients ovulation was assessed 
by serial ultrasound examination of the ovaries to look 
for follicular matruation and subsequent release. 

All hormone estimations were done by 
radioimmunoassy (RIA). Serum concentrations of TSH 
and LH were estimated by using commercially available 
kits from Bharat Radiation and Isotope Technology 
(BRIT) Bombay, India. Progesterone, FSH and PRL 
were estimated by RIA kits obtained from Diagnostic 
products corporation (DPC) Los Angles, USA 

Results 

This study was conducted on 250 females with 
primary infertility. The mean age at presentation in these 
females was 28.86+4.18 years (range 18-40). Most 
(44.0%0 of these females were in the age group of 25- 
29 years (Fig 1). 


120 i 



Fig. I Showing the relative proportion of patients in 
different age groups (years) 


After detailed investigation anovulation was 
documented in 54 (21.60%) of these women. The age 
at presentation, duration of infertility, and age at 


menarche of these women with anovulation did not vary 
significantly from women in the other etiologic groups 
of infertility. Their mean LH/FSH ratio was was 17. 
In addition, 26 women had hyperprolactinemia, while 
22 had premature ovarian failure Table 1 shows the 
menstrual pattern in women with vanous types of 
ovulatory failure (anovulatiuon, hyperprolactinemia, 
premature ovarian failure). Twelve (22.22%) of women 
with anovulation and 7(26.92%) of women with 
hyperprolactinemia had regular menstrual cycles 
(Fig.2) Out of 250 women, endometrial biopsy was 
performed on 209 women. The results of endometnal 
biopsy are shown in table 2. 



Figll Showing ihc menstrual' pattern in various categories 
of ovulatory failure 


I ) No*mrt OwJation 
I I Anoviiation 

Kyp*»fprctoctmema 
(T3 Premature Ov tafcjre 

Discussion 

Anovulation was the most common etiologic factor 
of infertility, occurring in 54 (21.60%) cases We have 
used the term anovulation to describe cases with 
ovulation failure without an obvious cause while the 
term ovulatory failure would also include conditions 
like ovarian failure, hyperprolactinemia, 
hypothyroidism etc. Overall ovulatory failure was seen 
in 102(40.8%) women which included anovulation in 
54(21.6%), hyperprolactinemia in 26(10 4%), and 
premature ovarian failure in 22(8 8%). This is in 
agreement with studies by Thomas and Forrest. Dor et 
al, and Collins et aP*. Lunenfeld and Insler, while 
reviewing the incidence of different infertility causes 
as reported by different authors, found that the stated 
prevalence of disturbed ovulation ranged from a low 
of 10.9% in Brazil to a high of 49.1% in Israel.' 

Hyperprolactinemia was the second most common 
cause of infertility in our study subjects (10 4%) This 
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T.ble 1. Showing (he menstrual pattern in various categories of ovulation failure 


Menstrual 

Pattern 


Regular menstrual 
cycles 

Oligomenorrhea 


Amenorrhea 


Normal 

Anovulation 

Hyperpro- 

Ovarian 


ovulation 


lactmemia 

Failure 

Total 

No 

No 

No 

No 

No 

(%) 

(%) 

(%) 

(V.) 

(%) 

146 

12 

7 


165 

(98.65) 

(22 22) 

(2692) 


(66 0) 

- 

34 

13 

2 

49 


(62 96) 

(500) 

(9 09) 

(19.6) 

2• 

8 

6 

20 

36 

<1 35) 

(1481) 

(23.08) 

(90 91) 

(144) 

148 

54 

26 

22 

250 

GOO) 

(100) 

(100) 

(100) 

(100) 


_ *2 women with Mullenan Anomaly 

Tabic. 2 Showing the results of endometrial biopsy (N-209) 


Biopsy 

No. of Patients 

(°/a) 

Secretory 

135 

(64 59) 

Proliferative 

63 

(30.14) 

Secretory /Proliferative* 

6 

(2 87) 

Luteal Phase Insufficiency 

2 

(0.95) 

Abnormal** 

3 

(1 43) 

•Secretory on one occasion and proliferative on other 

occasion 

••Tubercular endometritis in two and irregular maturation in one 
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who found Hyperprolactinemia in only 3.1% of females 
in 291 infertile couples 4 This presumably reflects lack 
of awareness about this condition among most of the 
general practitioners and gynaecologists here, resulting 
in accumulation of these cases till they are finally 
referred to us as unexplained infertility. Twenty two 
(8.8%) of our patients had premature ovarian failure. 
In one study premature ovarian failure was reported in 
only 1.4% of infertile couples. 4 The apparently higher 
incidence of premature ovarian failure in our study 
needs explanation. 

Documentation of ovulation was done by clinical 
assessment, endometrial biopsy, serum progesterone 
assay, and/or by ultrasonogrphy. Most of our patients 
(83 6%) had already undergone the endometrial biopsy 
(many, more than once) before entering this study 
suggesting that endometrial biopsy is a favourite 


f ovulation failure investigation with most of the 

—-gynaecologists here. Possibly the 

a™ Toui monetary benefits and .the myths 

> No about endometrial biopsy (many 

2_ (*> women believe that it increases 

165 fertility) make this investigation a 

(66 0 ) favourite tool here We found that 

49 endometrial biopsy helped in 

09) (19.6) documentation of anovulation in only 

36 8 women in whom clinical assessment 

>91) (144) was normal; while in majority of 

250 women it did not add significantly to 

*01 _ (l00) the clinical assessment In contrast, 

progesterone estimation was a much 
better indicator of ovulation. We 
found that in many women in whom clinical assessment 
and endometrial biopsy suggested ovulation, 
anovulation was documented by estimtion of serum 
progesteron levels. We recommend that serum 
progesterone studies, a reliable and non-invasive 
investigation, be more frequently used in the assessment 
of infertile females to document ovulation i£tead of an 
invasive and less reliable investigation like endometrial 
biopsy. 
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Relevance of Biochemical Tests of Thyroid Fpnction 
in Patients on Thyroxine Suppression Therapy 


Syed Mushtaq, M.G.Rajan, A M. Samuel___ 

Abstract : During follow-up of patients with non-toxic goitre on thyroxine suppression therapy, estimation of 
serum T , T 4 and TSH are askedfor in a large number of instances. To find out the relevance ofsuch estimation in 
monitoring 4 these patients, 50 patients with non-toxic goitre, on thyroxine therapy, were studied retrospectively. It 
was observed that clinicians place great reliance on clinical evaluation for titration of eltroxin dose. During 
follow-up in 21.9% of instances where T 4 levels were above normal range, did the patients show clinical features 
of hyperthy roidism. These measurements are therefore of little value in moitoring patients receiving thyroxine 
suppression therapy. To rationalize, doing thyroid function tests would result in considerable savings in the cost 
of reagents and reduction in the overload of handling samples in our labs, thus increasing efficiency. 

Keywords : ThyroidFunction Tests, Thyroxine Suppression Therapy. 
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Introduction 

Non-toxic goitres may be endemic or sporadic. 
Increased TSH secretion owing to iodine deficiency is 
the basic pathogenic event in endemic goitres, while 
growth stiihulating agents other than TSH may enlarge 
thyroid in sporadic goitres. If TSH is involved in 
goitrogenesis in the absence of follicular function 
triggers some additional TSH release and the 
consequence is increased feedback-mediated TSH 
stimulation and thereby generation of more new 
follicles. 1 

The only medical method available to treat the non¬ 
toxic goitre is suppression of endogenous TSH secretion 
by administration of exogenous thyroxine. Since TSH 
is the main growth factor in some of the goitres and 
acts as a co-factor in others, its elimination may induce 
regression of goitre. 2 

It has been suggested that the patients with non¬ 
toxic goitres on thyroxine suppression therapy must 
be followed with care, since in some patients exogenous 
thyroxine, rather than suppressing endogenous 
production of thyroid hormones, adds to it and 
thyrotoxicosis is produced. 3 

At Radiation Medicine Centre (B. A.R.C.), the R1A 
and IRMA kits supplied by Board of Radiation* Isotope 


Technology (BRIT) are used to measure serum T v T 4 
and TSH concentrations, since several years, processing 
about 4000 samples every year This gave us a chance 
to carry out a retrospective study to find out the 
relevance of estimation of these hormones in monitoring 
the patients on thyroxine suppression therapy 

Materials 

The patients for this retrospective study were 
selected from those who attended the thyroid clinic at 
Radiation Medicine Centre during the year 1080 to 
1002. The study group comprised of 50 patients who 
presented with a goitre but otherwise were clinically 
euthyroid. After basal thyroid function tests all these 
patients had been put on eltroxin suppression therapy 
and followed-up. 

Results 

These patients with non-toxic goitres reported 
having goitres for 3 months to 10 years Out of these 
32 (64%) had diffuse and 18 (36%) had nodular goitres 
After baseline serum T,, T 4 and TSH estimation, all 
these patients were put on eltroxin suppression therapy 
and followed up every 3-6 months. Hormonal assays 
have been performed at different intervals and the 
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frequency with which individual hormone levels were 
estimated at different assays is depicted in Table-1. The 
average duration between subsequent hormonal assays 
ranged between 1-14 months (Table 2). The relevance 
of estimation of serum levels T,, T 4 & TSH during the 
follow-up of these patients was assessed by studying 
(1) relationship between clinical status and individual 
hormone levels, (2) relationship between hormonal 
levels and change in eltroxin dose, and (3) whether the 
hormonal levels have been clincially useful in titrating 
the eltroxin dose The results are presented in Tables 
2,3.4. 


Table 1 

Frequency of Indlvudual Hormonal 

Level Assessment 


T4 

T3 

TSH 


\SSAY 

PATIENTS PATIENTS 

PATIENTS 


BASAL 

50/50 

36/50 

50/50 



100% 

72.0% 

100% 


II 

46/50 

26/50 

50/50 



92.0% 

52.0% 

100% 


111 

35/41 

15/41 

39/41 



85.4% 

36.6% 

95.1% 


IV 

10/26 

5/26 

15/26 



38.5% 

19.2% 

57.7% 


V 

4/19 

2/19 

6/19 



21.1% 

10.5% 

316% 



Discussion 


Thyroxine therapy to suppress TSH was 
popularized by Astwood et al, who found a decrease in 
goitre size in large proportion of their patients 3 In 
patients with suppressed serum TSH and absent TSH 
response to TRH, thyroxine therapy is avoided, b^ause 
not only is successful treatment unlikely due to lack of 
biologically relevant TSH secretion, but also overt 
hyperthyroidism may be preciptated. Younger patients 
should be selected for thyroxine treatment at the 
minimal dose required to suppress the TSH response 
to TRH (usually 150 ug) but leaving serum T 3 levels 
well within normal range During follow-up serum T . 
Tj, thyroglobuliti estimation and TRH-TSH tests have 
been performed It has been pointed out that abnormal 
thyroglobulin levels indicated the persistence of active 
thyroid disease and therefore, in cases of nodular goitre, 
even if the total goitre volume decreases, during 
thyroxine treatment, it points to the persistence of 
growing thyroid nodule. 2 


Table 2 


_ Duration Between Hormonal Assays 

Mean+ SD Range 

Atsay _ (Months) _(Months) 


Basal and II 

II and III 

III and IV 

IV and V 

5.5+3.6 
67+5.2 

5 9+2.9 

5.6+4.0 

1-12 

1- 14 
3.12 

2- 12 



Table 3 


How often did the Clinical Status Match 


Individual Hormonal Levels 


No.of 

Clinical Status 

Hormonal levels 

> Situations 

Euthyroid 

Hyporthyroid 

T 4 (MU/d|) 




<4.2 

0/95 



4.2-13.1 

63/95 

5/63 

5/63 



(92.1%) 

(7.9%) 

>13.1 

32/95 

25/32 

7/32 



(7.1%) 

(21 9%) 

T, (ng/dl) 




<70 

0/4 



70-200 

40/48 

40/40 

0/40 



(100%) 

(0%) 

>200 

8/48 

5/8 

3/8 



(62.5%) 

(37.5%) 

TSH (MlU/nd) 




<t.25 

32/110 

21/32 

11/32 



(65.6%) 

34.4%) 

0.25-5.1 

78/110 

78/78 

0/78 



(100%) 

(0%) 

>5.1 

0/100 

. 

m 


Table k 4 

Hormonal Levels at the time of Change in Eltroxin Dos* 

Hormonal 

levels 

No.of 
Situations 

Dose 

Increased 

Dose 

Decreased 

Doso 

Unchanged 

T 4 (Mg/dl) 

<4.2 

0/95 

. 

. 


<4.2-13.1 

63/95 

14/63 

(22.2%) 

5/63 

(7.9%) 

44/63 

(69.9%) 

>13.1 

32/95 

0/32 

(0%) 

7/32 
(21 9%) 

25/32 
(78 1%) 

T, (ng/dl) 

<70 

0/48 

■ 

. 

m 

70-200 

40/48 

8/40 

(20.0%) 

0/40 

(0%) 

32/40 

(80.0%) 

>200 

8/48 

0/8 

(0%) 

3/8 

(37.5%) 

5/8 

(62.5%) 

TSH QilU/mJ) 

<0.25 

32/110 

0/32 

(0%) 

12/32 

(37.5%) 

20/32 

(65.5%) 

0.25-5.1 

78/100 

12/78 

(15.4%) 

0/78 

(0%) 

66/78 

(84.6%) 

>5.1 

0/100 

- 

- 

- 


No dear pattern is apparent in the follow-up of these 
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patients at our centre. None of the patients underwent 
serum thyroglobulin estimation and TRH-TSH test. 
Initially T 4 and TSH levels have been asked for in 
almost all the patients, but both these appear to have 
lost their importance in subsequent follow-up (Table- 
1). The intervals between hormonal assays is varying 
and ranges betwen 1-14 months (Table-2). 

Hormonal levels did not agree with clinical status. 
As is evident from Table-3, only in 21 .9% of instances 
where T 4 levels were above normal range and in 34.4% 
of instances where TSH levels were below normal 
range, did the patients demonstrate clinical symptoms 
of hyperthyroidism. It is documented that the reference 
ranges of the concentrations of these hormones in 
patients receiving thyroxine are considerably different 
from the conventional ranges. 4 

As expected the change in the dose of eltroxin is 
not entirely based on hormonal levels. Although in none 
of the instances the dose has been increased when T } 
and T 4 levels were above normal range and TSH levels 
below normal range, in majority of these instances the 
dose has remained unchanged, rather than decreased. 
However, in all the instances where clinical symptoms 
of hyperthyroidism developed, the dose has been 
decreased (table 3,4). 

At the first and second follow-up after the 
suppression therapy, the T 4 levels were higher than the 
basal levels, but there is no significant difference in 
mean eltroxin dose and the level of eltroxin dosage has 
been such that a clinically euthyroid state is maintained 
in majority of the patients. It is also noticed that many 
patients were lost to follow-up and most of the 
remjvmng patients are off the eltroxin at the time of 
4th & 5th assays. 

TRH-test is the most reliable test for selecting 
patients for suppression therapy and for establishing 
excessive dosage but because of being costly and time 
consuming, it has never played a role in routine 
regulation of thyroxine therapy 2 5 - 6 . Highly sensitive 
TSH (s-TSH) assay capable of distinguishing a low 
normal TSH from low TSH values provides a simple 


blood test for ensuring optimal thyroxine therapy. 6 T 

It is obvious from this study that clinicians place a 
great reliance on clinical evaluation and the most often 
asked parameter is serum TSH. There is no clear 
picture, that how useful the estimation of T Jf T 4 & 
TSH levels have been in monitoring the patients on 
thyroxine suppression therapy.- Estimation of serum 
TSH appears to be valid because main goal of the 
treatment is to keep TSH secretions suppressed, but a 
definite protocol in this regard has to be followed 
Serum T 4 levels are markedly dependent on the time 
of eltroxin prior to blood sampling, thus, if at all T 3 
and T 4 estimations are to be earned out, a protocol 
regarding the rime of blood sampling to eltroxin dosing 
is to be worked out. It is desirable that usage of these 
tests should be rationalized, which can lead to reduction 
in overload of handling samples in our labs, thus 
increasing the efficiency and saving in the cost of 
reagents used as commercial kits. 
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V.P Venkatachalam* Arun Bhat** 

Abstract. Sixty-six patients suffering from chronic sinusitis refractory to medical treatment, were subjected to 
classical Messerklmgeri technique of functional endoscopic sinus surgery. Of these 54 (81.8%) had total relief 
of symptoms. -(3 03%) patients had good relief of symptoms. 5(7.54%) had fair relief of symptoms and one 
(1.5%) patient had poor response in the follow-up period of IV,-16 months. Four (6.06%) patients were lost to 
follow-up. The merits and demerits of functional endoscopic surgery are discussed in the paper. 

Key words: Chronic sinusitis. Messerklinger i technique, functional endoscopic sinus surgery 
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Introduction 

The ratiorlalc for treating chronic inflammatory 
sinus disease by functional endoscopic sinus surgery 
has been discussed in the previous paper 1 It has been 
convincingly demonstrated that the “ostiomeatal 
complex’ has been implicated in the perpetuation and 
propagation of chronic sinus infection Based on this 
concept, we recruited patients who where refractory to 
medical treatment for this study. Al! these patients were 
thoroughly investigated and operated end os cop i cal I y. 
They were meticulously followed-up to evaluate the 
results of functional endoscopic sinus surgery with 
regard to relief of symoptoms. 

Meterial and Methods 

Between May 1993-December 1994. a total of 66 
patients of chronic sinusitis with various nasal 
complaints were investigated and subjected to 
functional endoscopic sinus surgery (FESS). All the 
patients were subjected after a detailed history and 
thorogh clinical examination to a standard protocol of 
investigations which included complete haemogram, X- 
ray PNS and Computerized tomography (whereever 
required) A diagnostic nasal endoscopy was performed 
on al) these patients under local anaesthesia. After 
history and investigation, all the patients were operated 
under local anaesthesia by the technique described in 
the previous paper A meticulous follow-up was done 
to evaluate the results with regard to relief of symptoms. 
The response to treatment was graded as under:- 


Complete reiief: 90%-100% relief; Good: 75%-90% 
relief. Fair 50%-75% relief. Poor <50% relief 

Observations 

Out of the 66 patients, 45 were males and 21 were 
females. The age of the patients varied from 12 to 57 
years with majonty in the age group of 21 -30 (11 -20 
n=15; 21-30: n=30; 31-40: n=12; 41-50: n=3 and 51- 
60: n=6). The commonest symptoms were nasal 
discharge (48) and obstruction (57). The other 
symptoms were post-nasal drip (18). Sneezing (12). 
crusting (3), eustochian tube block (2) and hyposmia/ 
anosmia (21). The duration of symptoms varied from 
6 months to 15 years (6 months- 2 years: n=39;2-5 
years :n-12; 5-10 years : n=9; 10-15 years: n=6). AH 
the patients included in the study had taken some form 
of medication v/ithout any relief of symptoms and 12 
patients had undergone previous suigical procedures 
without any satisfactory relief of symptoms. Table-1 
shows the detailed clinical findings revealed on antenor 
rhinoscopy 

Plain X-ray of the paranasal sinuses were done in 
all the cases to look for any abnormality and the detailed 
findings are depicted in Fig. 1. A diagnostic nasal 
endoscopy was carried out in all the cases to assess the 
extent of the disease and only those cases where the 
exact extent could not be assessed, were subjected to 
Computerized tomography, the computerized 
tomographic findings in 21 patients revealed the 
involvement of anterior ethmoids in all the cases. The 
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Table-1: Clinical Findings 


Ethmoid polyps _ 


A.C. Polyps 


Nasal discharge _ 


Hyportophic inferior turbinate 


Hypertrophic middle turbinate 


Congested mucous membrane 


Frontal sinus tenderness__ 


Maxillary sinus tenderness_ 


Ethmoid scamng 


Figure I - X-Ray (PNS) Findings (n=66> 
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Polypoid M>»c 
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other findings included Flturrfl . EndoJCO|(k s 

involvement of posterior JA 

ethmoids in 9 cases. Maxillary JJ1 

sinus in 19 cases. Frontal sinus g r- 

in 12 cases and sphenoid sinus ^ \y 
in 3 cases besides the u - 
involvement of anterior ^ l0 - ■ g ■ 

ethmoid sinus. Functional Z J - I i 

endoscopic sinus surgery was * 11 ”L § 

performed unilaterally in 39 0 B cIJSi Po ; 

patients and bilaterally in 27 M, ' ro4 ° poiypon 

patients the endoscopic 

surgery findings are depicted -- 

in Fig. U 

In this study, we did not encounter any major orbital 
or intracranial complications. However, there was 
bleeding in seven patients which was controlled by 
anterior nasal packing and 9 patients had postoperative 
synechia between the middle turbinate and lateral was 
of the nose. This was treated by excision. 

All the patients were meticulously followed up for 
relief of symptoms and the follow-up penuod vaned 
from 1 Vz of 16 months with the majority of cases being 
followed up for more than 6 months (0-3: n=9; 4-6: 
n=12; 7-9; n=21; 10-12: n=13-15: n=13 and 16=18: 
n=3). 

Out of 66 patients, 54 (81.8%) had complete relief 
of symptoms (90-100%), 2 (3.03%) had good relief 
(75-90%) 5(7.54%) had fair relief (50-75%) and one 
(1.5%) had poor response (<50%) 4 (6.06%) patients 
were lost to follow-up. Of the 7 patients who had fair 
to good response, 4 showed recurrence of polyps dunng 
the routine follow-up which were removed at the same 
sitting, though these patients never complained of any 


Figurtll - Endoscopic Sinus Surgery Findings (l»-66) 


symptoms 


Pi*/ 

Murop** 


f~ Un 
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Discussion 

Till recently. nasal 
obstruction has been 
implicated as a contributing 
factor for persistent and/ 
recurrent sinus infection, and 
I Bl the principle of surgery was 

——I—1 to remove the obstruction 

Cysts Pi«/ 

m.itop>* and any diseased mucosa 

radically and create a large 

- M-nAryy « ... 

_opening near die maxillary 

sinus floor i e intranasal 
inferior meatus antrostomy to facilitate free drainage. 
The popular operation performed were septal surgical 
correction with or without CaldWell Luc s operation/ 
intranasal antrostomy. But these procedures rarely 
produced desired long-term cure with the result that 
the patient of inflammatory sinus disease always felt 
that there is not cure to these problems Messerklinger 
and later on other workers M - 5, have shown convincingly 
that the keystone to the pathogenesis and persistence 
of chronic maxillary and frontal sinuses infection is 
the “osteomeatal complex” and the focal point is the 
anteior ethmoidal air cells. 

It has been shown by both experimental and 
flouroscoplic studies that the mucociliary movement 
of the paranasal sinus is always towards the natural 
ostium of the sinus.-'* The openings of the large sinuses 
namely the maxillary and frontal in the middle meatus 
are surrounded by the frontal recess and the ethmoidal 
infundibulum respectively These constitute a part of 
the anterior ethmoidal complex. Tins anatomical 
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arrangement explains the reason for any disease in the 
anterior ethmoid leading to persistent infection of the 
maxillary and frontal sinus as a result of obstruction 
to their ostia in the middle meatus 

Several factors responsible for making the anterior 
ethmoids more prone to disease are: 

I. Clefts and fissures are present in the anterior 
ethmoid complex. Where the mucosa are in contact 
with each other. Mucus is transmitted by the 
mucociliary beat from opposing mucosal surfaces 
and provides efficient mucociliary drainage in 
healthy miicosa However, if there is inflammation 
leading to mucosal oedema in this area, then the 
mucosal surfaces come in contact with each other 
resulting in defective drainage, stasis, oedema and 
blockage of the ostia of the large dependant sinuses 

2. The anterior end of the middle turbinate is prone to 
oedema and hypertrophy as it bears the baint of air 
current and thereby the various pollutants air is 
exposed to every day. 

3. Further certain anatomical factors as described by 
Messerklinger like paradoxical middle turbinate, 
concha bullosa, enlarged bulla ethmoidalis and 
laterally bent uncinate process block the ostiomeatal 
complex and lead to infection in tins area. 


and preasely remove disease from vanous clefts 
and recesses without the need for wide exposure 
and an external approach. 

3. The procedure is usually performed under local 
anaesthesia and does not require anterior nasal 

packing Hospitalization is minimal hence it is 
economical. 

, s , Co "'P l « e /elief of symptoms was seen ,n 54 patients 
(818/,) and fair to good relief of symptoms m 7 
patients (10.6%) which is consistent with findings of 
other studies.’ There have been no major complications 
like L5>h rhinorrhoea or optic nerve damage 

However, functional endoscopic sinus surgery is not 
a cureall technique for every sinus pathology It cannot 
be used in extensive fungal diseases with bony wall 
erosion or intracraniahextens.on Any associated allergy 
should be treated separately. Conventional surgical 
techniques still have their role, particularly in 
irreversible sinusitis with intracranial spread or bony 
wall erosion. FESS, however, is an important tool in 
the armamentarium of a rhinologist dealing with sinu* 
diseases 
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recurrent sinus infection 

2. Due to deflected angles of view, one can recognise 


1. Venk.tachal.m VF. Bh.t A. Functional Endoscopre sinus 
surgery. JK-Practitioner 1997; 4(3). 

2. Messerklinger. W: In: "Endoscopy of the Nose" Urban and 
Schwarzonberg. Baltimore-Munich. 1978 

3. Stammberger. H: Endoscopic endonasal surgery-concepts in 
treatment of recurring sinusitis. Part I. Anatomic and 
Pathophysiologic consiserations. Otolaryngol. Head Neck 
Surg. 94: 143-147. 1986 

4. Stammberger. H: endoscopic endonasal surgery-concepts in 
treatment of recurring rhinosinusitis Part II Surgical 
Technique. Otolaryngol Head Neck Surg.94: 147-156. 1986 

5. Kennody D.W.. Zinreich, J., Rosenbaum. A.E. and Johns. 
M.E. Functional endoscopic sinus surgery. Theory and 
diagnostic evaluation. Arch Otolaryngol 111: 576-582. 1985 

6. Dixon, H. Microscopic sinus surgery. Transnasal 
ethmoidectomy and sphenoidectomy. Laryngoscope 86 440- 
444. 1983. 

7. Levin H.L : Functional Endoscopic Sinus surgery: Evaluation. 
Surgery and Follow-up of 250 patients. Laryngoscope: 100- 
79-84. 1990 


279 


Vol 4 No 4, October-December 1997 



JK - PRACTITIONER 


Pattern of Mucous Memberane Lesions in Kashmiris 


Dilshad Akther M.D., G.H. Hajini M.D. 

Abstract: The present study was conducted to find the pattern of mucous membrane involvement in different 
dermatological conditions in the department of Dermatology. In all 103 patients with mucous membrane lesions 
were examined. The majority of patients were behveen 20-60years of age. There were 52 males and 51 females. 
Ora! mucosa was involved in majority of cases (905) followed by genital mucosa in 21.3% of cases and eyes were 
involved in 7.6% cases. 

Lichen planus was the most common disease (19.4%) causing mucous membrane lesions. Bullous disease 
were seen in 13.6% of cases. Apthous ulcers andfixed drug eruptions were seen in 10.7% cases each and erythema 
multiforme in 6.8% of cases. Neoplastic lesions of mucous membrane accounted for 13.6% of cases. Oral cancer 
was seen in 6.8% of cases. Rest of the disease were less commonly seen. 


Key words: bullous disease, erythema multiforme, mucous membrance, lichen planus. 
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Introduction 

Mucous membrane lesions are usually the result of 
local disease and may be an early manifestation of some 
dermatological disorders and even systemic disease. 
The mucous membrane lesions confronting a 
dermatologist are mainly of oral cavity and external 
genitalia. There are many studies showing various 
patterns of skin disorders in India 1 - 2 - 3 * 4 . However, to 
our knowledge there is no study showing the pattern of 
mucous membrane lesions in dermatological practice. 

The present study was undertaken to find the pattern 
of mucous membrane lesions confronting a 
dermatologist and to find out the prevalence of mucous 
membrane involvement in diffemt dermatoligical 
diseases. 


examination and systemic examination. Local 
examination included detailed examination of lips, 
labial and buccal mucosa, tongue, floor of mouth and 
retromolar sulcus. The type, number,site and shape of 
the lesions was noted. A note was made whether a lesion 
was ulcerative, vesicular, bullous, or crusted A detailed 
examination of external genitalia was also conducted 
to find out any lesion over genital mucosa Detailed 
examination of skin was also made to note any 
concomitant skin involvement, besides routine 
investigations like, Hb, TLC, DLC, ESR, complete 
urine analysis and X-ray chest were done The followirg 
special investigations were done whenever needed. 

1 . Smear examination of the lesion 


Material and Methods 

103 patients attending dermatological department 
both inpatients and outpatients who had skin disorder 
with mucous membrane involvement or those who had 


2. Cytological smears of the lesions 

3. Biopsy of the lesion 

4. Skin biopsy if needed and 

5. VDRL 


only mucous membrane lesions and referred to 
Dermatology Department for opinion were taken up 
for study. 

Every patient was subjected to a detailed history 
and examination including a detailed general physical 


Observations 

Out of 103 patients 52 were males and 51 females 
Age ranged from 3-80 years with a mean age of 35 
years. Majority of the patients, i.e about 66% were 
between 20-60 years of age. 
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Site: Oral mucosa was involved in 90% of patients 
followed by genital lesions in 21% (table 1). 


Table 1: 

Sites of mucous membrane involvement 
in present study 


S No 

Site Involved 

No. of patients 

%age 

1 

Oral mucosa 

93 

90 

2. 

Genital mucosa 

22 

21.35 

3 

Eyes 

08 

07.76 


There were 19 cases in all in which more than one 
site* of mucous membrane was involved. The majority 
(12 cases) had lesions of oral mucosa and genital 
mucosa 


Table 2: 

More than one site of mucous membrane involvement 


S.No. Site of mucous membrane 
involvement 

No. of cases 

%age 

1. Oral + genitalia 

12 

11.6 

2. Oral + eyes 

5 

985 

3 Oral + genitalia + eyes 

2 

1.94 


Sixty one (59%) cases had involvement of the 
mucous membrane only while as 42 (41%) had 
involvement of mucous membrane and skin (Table 3). 


Table 3: 

Showing involvement of skin and mucous membrane 

S.No. Sito of involvement No of cases °/oage 

1 Mucous memberane only 61 59.2 

2. Mucous membrane and skin 42 41 

Disease pattern in the present study 

In majority of the patients i.e. 20 cases mucous 
membrane was involved by lichen planus followed by 
bullous disease in 14 cases. P vulgans was found in 
12 cases, bullous pemphigoid in one and mucosal 
pemphigoid in one case. Aphthous ulcers and fixed drug 
eruptions accounted for another 22 cases (11 each) 
Erythema multiformeincluding Steven's Johnson's 
Syndrome accounted for 7 cases of mucous 
memberance involvement. Tumours of the oral cavity 
both benign and malignant was another important group 
involving mucous membrane. Scrotal tongue and 
geographic tongue was found in 3 cases each. Mucous 
cyst was found in 3 cases There were 3 cases of H 


simplex and one case of Herpcx zoster Candidifasis 
of mucous membrane were found in 4 cases (table 4) 


Table 4: 

Disease pattern in the present study 


S.No. 

Diseases 

No of patients 

%ag* 

1. 

Lichen planus 

20 

194 

2. 

Bullous diseases (pemphigus 
vulgans. Bullous pemphigoid. 
Benign mucosal pern phi go id 

14 

136 

3. 

Aphhous ulcers 

11 

107 

4 

Fixed drug eruption 

11 

107 

5. 

Erythema mulbfomie 
(including SJ. Syndrome) 

7 

68 

6 

Leukoplakia (oral) 

3 

29 

7. 

Mucosal condidiasis 

4 

3 88 

8 

Herpas simplex 

3 

29 

9. 

Herpes zoster 

1 

0 97 

10 

Tubercular ulcer 

1 

0 97 

11. 

Benign tumours 

7 

68 

12 

Carcinoma (oral) 

7 

68 

13. 

Genital symphihs 

1 

0 07 

14. 

Scrotal tongue 

3 

29 

15. 

Geographic tongue 

3 

29 

16 

Behcet^ syndrome 

1 

0 97 

17. 

Peutz-Jehgers syndrome 

1 

0 97 

18 

Vitiligo 

1 

0 97 

19. 

Corrosive ulcer 

1 

0 97 

20 

Mucous cyst 

3 

2.9 


Lichen Planus: 


Lichen planus was the most common lesion 
encountered in the present study (20 out of 103 cases). 
Age ranged from 18 to 70 years with a mean age of 38 
years. Females were slightly more affected (53%). 

Mucous membrane was involved in 75% of cases 
of lichen planus. Genitals were affected in 20% of cases. 
70% had oral as well as skin involvement and 20% of 
cases had genital and skin lesions. 

Bullous diseases: 

14 cases had bullous disease, male female ratio was 
equal. The most common bullous disease was 
pemphigus vulgaris 12 cases out of 14 cases (86%). 
Bullous pemphigoid and benign mucosal pemphigoid 
were found in 1 case each. 

Sites involved in Pemphigus vulgans: 

In 83% of cases both skin and mucous membrane 
were involved in pemihigus vulgaris while as oral 
mucous membrane only was involved in 2 cases and 
genitalia and oral mucosa in 3 cases and eyes and oral 
mucosa in 2 cases. 
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Aphthous Ulcer: 

Eleven patients had aphthous ulcers. Males were 
slightly more affected than females.Trauma, food 
intake, drugs and cessation of smoking were found to 
be precipitating/predisposing factors in aphthous ulcers. 

Fixed drug eurption: 

There werre 11 patients (10.7%) of fixed drug 
eruption. The following drugs were found to be the 
causative agents, Contrimexazole being the commonest 
37%. 

Contrimaxazoke, Tetracycline Ibuprofen, 
Kebutacin, Oxyphenbutazone, unknown 

Erythema multiforme: 

There were 7 patients (6.8%) who had mucous 
membrane involvement. Two had Steven’s Johnson’s 
Syndrome. All cases had positive history of drug intake 
prior to illness. 

Neoplastic lesions: 

There were 7 cases of carcinoma of oral cavity. 
Four cases of haemangioma, one case of papilloma, 
one fibroma and one of haemortoma. 

Discussion 

Lichen planus was seen in 20 cases, with a mean 
age of 38 years. Females were affected more often than 
males (11.9). Silverman et al reported lichen planus to 
be common between 40-60 years of age and a female 
preponderance. The findings of present study are almost 
similar to that reported by Silverman. 5 Oral mucosa 
was involved in 75 percent of cases of lichen planus, 
70 percent had oral mucosal lesions with concomittant 
skin involvement. These findings *are similar to other 
reported series 6 In oral cavity buccal mucosa was 
the most common site of involvement in lichen planus 
and is similar to other reports 3 -’. 

Pemphigus vulgaris: involved skin and mucous 
membrane in 83 percent of cases. All the cases showed 
oral mucous membrane involvement which is almost 
similar to other reports 9 - 10 -". 

Aphthous ulcers: were seen in 11 cases with a mean 
age of 35 years, and almost equal sex distribution. 
Trauma was the most important precipitating factor 
causing aphthous ulcers (73 percent of cases). This 
finding is similar to the other reports. 12 


Cotrimoxazole and Tetracyclic were the two most 
important drugs causing fixed drug eruption in 11 cases. 
Cotrimaxazole has been associated with two distinct 
lesions, an urticarial eruption which begins in the first 
few days of treatment and a morbilliform eruption often 
occuring more than 1 week after therapy has begun. 

Erythema multiforme: 

There were seven cases of erythema multi forme out 
of which two cases had developed Steven’s Johnson’s 
Syndrome. Erythema multiforme is chronic 
mucocutaneous inflammatory disease which may affect 
the mucous membrane and skin independently or 
simultaneously 13 . The frequency of various sites of 
mucous membrane involvement in the present study 
is following, lips 100% buccal mucosa 45 percent, 
tongue 27 percent, palate 27 percent, eyes 27 percent 
and genitalia 9 percentSkin was involved in all cases. 
In one study 9 , mouth was involved in 100% of cases, 
eyes in 91 percent, skin in 83 percent and male genitalia 
in 75 percent of cases, while as in another study 16 oral 
mucosa was involved in 100 percent of cases and skin 
in 17 percent of cases. 

Carcinoma was the most common neoplastic lesion 
accounting for 50% of cases in the neoplastic group. 
There were four cases (28.5%) of haemangiomas. 
Females out-numbered men (5:2) in oral cancer with a 
mean age of 59 years. The most common site of 
involvement in oral # cancer was palate (43%) in the 
present study. Oral cancer is one of the most common 
malignancies in India as a whole accounting for 40 
percent of all carcinoma cases. 17 

Geographic tongue was seen in 3 cases (2 .9 percent). 
The prevalence of geographic tongue has been reported 
to range from 1-2 percent to as high as 16 percent 18 
Fissured tongue was seen in 3 cases (2.9 percent). 

Mucosal candidiasis was seen in 4 cases, out of 
which two were having genital candidiasis and 2 cases 
had oral candidiasis. One of the patients having genital 
candidiasis had diabetes mellitus. 

Herpex simplex was seen iru2 cases (2 9 percent). 
Two were females and one male. Leukoplakia was seen 
on 3 cases (2.9 percent). All had involvement of oral 
mucosa. Histopathology revealed features of 
parakeratosis, orthokeratosis with acanthosis and no 
evidence of epithelial dysplasia. Herpex zoster, 
tuberculosis, syphilis, Behcet’s Syndrome, peutz- 


Vol 4 No.4, October-December 1997 


282 



JK - PRACTITIONER _ 

Jehgaers Syndrome, vitiligo were encountered rarely. 
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An experience with chronic subdural haematomas 
over a period of fifteen years 


Altaf Rehman Kirmani, MS., M.Ch., Syed Qawnain, M S., M.A.Wani, M S, M.Ch,, F1C.S _ 

Abstract: 620 cases of chronic subdural haematomas were admitted to Department of Neurosurgery, SKIMS over 
a period of fifteen years from January, 1982 to January, 1997. 

These patients were subjected to carotid angiography before 1988, when CTscanner was commissioned. After 
1988 CT scan has been the diagnostic procedure of choice to evaluate such patients. Isotope Brain scan and 
echoencephalography have been valuable aids in diagnosing chronic subdural haematomas. Carotid Angiography 
Echoencephalography and Isotope Brain Scanning have been now replaced by computerised tomography ad 
magnetic resonance imaging. 

The varied clinical presentation in different age groups, different treatment modalities used, outcome and 
associated mortality is discussed in detail in the present, study. 

Key Words: Chronic Subdural Haematoma; Carotid Angiography; Computerized Tomography. 
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Introduction 

In 1865 Horsley' published a translation of Wepfers 
case notes written in 1657, on subdural haematomas. 
These were probably the first fully described cases of 
this condition. 

Accumulation of blood in the subdural space has 
been recognized for about 3oo years. Wepfer 2 , 
Morgagni 3 and Virchow* 1 , believed that this 
haemorrhagic collection was due to an inflammatory 
reaction on the part of the meninges and called it 
pachymeningitis haemorrhagica interna. It was only 
fifty years ago that, Trotter 5 finally established, that 
the lesion described by Virchow as Pachy meningitis 
haemorrhagica interna was in reality a chronic subdural 
haematoma due to the trauma. 

Chronic subdural haematoma, an interesting 
intracranial lesion with varied presentation, carries best 
prognosis among all the intracranial haematomas. 
Generally the history of trauma to head is mild and 
foigotten 7 . 

Material & Methods 

620 patients of suspected chronic subdural chronic 
subdural haematomas were admitted to the department 
of Neurosurgery, SKIMS from January 1982 to 
January, 1997. These patients were either admitted as 
cold cases electively on OPD basis or referred from 
associated hospitals or from other departments of our 


hospital. A significant group of patients was admitted 
on emergency basis through A & E department for 
evaluation and treatment. 

All the patients were subjected to thorough 
neurological examination, baseline investigation were 
carried out. Any other associated diseases like diabetes, 
hypertension, chronic obstructive airway disease were 
ruled out or treated sufficiently before any diagnostic 
investigation could be done. 

Earlier carotid angiography was done to prove a 
chronic subdural haematomas. later computerized 
tomography because the investigation of choice after 
this facility was available in the state. Isotope brain 
scanning using Technetium-99 and Echoencep- 
halography were routinely done in most of the cases. 
Both investigations were found to be useful. Besides, 
these investigations routine investigations like 
haemogram, coagulogram, serum chemistry, serum 
electrolytes and renal functions were assessed. 
Cardiological opinion was sought in elderly patients 
whenever it was deemed necessary 

Patients would go through a routine preanaesthetic 
check-up before any surgical intervention was 
contemplated. Complete head shave was mandatory for 
all patients, including females. Majority of the patients 
would not require blood transfusion, except for a few 
who were anaemic or who had encapsulated 
h aemato ma,_when a formal craiotomy and 
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membranectomy was anticipated Most of the patients 
were operated routinely, except for a few, which 
required emergency surgical intervention. Operation 
was generally performed under local anaesthesia. 

Generaly two standard burr holes, one over the 
haematoma and other at a dependent site would be 
sufficient to drain a sizeable haematoma In some cases 
more than two burr holes, or suitably enlarging the size 
of a standard burr hole was necessary, to drain the 
haematoma satisfactorily. Twist drill drainage of the 
haematoma was carried in certain cases, but possibly 
inadequate evacuation and/or recollection led to 
recurrence of haematoma. In such cases burr hole 
drainage was resorted to, later on. In a significant group 
of cases when the haematoma was encapsulated, bun- 
hole drainage was not helpful, trephine craniotomy was 
carried out to treat the haematoma. Besides drainange 
of the haematoma, the visceral layer of encapsulated 
haematoma was also excised, to allow the brain to 
expand 

In the immediate post operative period patients were 
shifted to a post operative ward and closely monitored 
for 24-36 hours. Besides monitonng vital functions, 
respiration, and input/output, paitents were keenly 
observed for any deterioration of sensorium, or 
development of any neurodefiat. 

Adequate steps were taken to facilitate the expansion 
of brain, by allowing the patients to take plenty of fluids 
orally. Head-down position was adopted by elevating 
the foot end of the bed and advising the patients to lie 
down on the side, where haematoma was drained 

Serial check plain x-rays of the skull were done on 
the second and seventh post operative days to rule out 
any pneumocephalous. Patients who did not show 
expected recovery or developed any fresh neurological 
deficit, were subject to repeat carotid angiography or 
CAT scanning, to rule out any residual or recurrent 
collection. Stitches were removed on eighth day and 
patients were advised to attend follow up clinical after 
every fortnight for fi rst three months and monthly there 
after 

Results 

History of trauma was elicited in only 58% (350) 
of cases The results of drainage and evacuation of 
chronic subdural haematoma were good with low 
mortality and morbidity. Results obtained were 
determined by many factors like age of the patients; size 
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of the haematoma, duration of disease, associated brain 
injury, type of surgical intervention performed, 
associated systemic disease. Elderly patients who were 
diagnosed late, would not recover completely, because 
of the associated cerebral atrophy. Middle aged group 
had excellent reSblts and reported back to their routine 
work within 3-4 weeks. 

Majority (65% of th® patients) belonged to age 
group of 55-65 years Only 35 patients (5 8%) patients 
were children. Oldest patients Jn our senes was a 96 
years old man and youngest patient was a 6 months 
old infant. Incidence of chronic subdural haematoma 
is approximately five times more frequent in males than 
in females (490:110). Same sex incidence was observed 
in paediatnc age group also. 

Haematomas were commonly found in frontal and 
parietal regions. Polar haematomas were seen in small 
group of patients, 9% patients had bilateral 
haematomas. 13 out of 35 paediatric patients had 
history of birth trauma, in whom forceps or vacuum 
delivery was performed Failure to thrive, irritability, 
vomiting and macrocephaly, were the main presenting 
features in children. Most common presen-ting 
symptoms observed in adult patients were mental 
changes, memory impairment, altered sensorium and 
behavioural changes. Pathognomonic features of 
waxing and waning of consaousness was seen in a 
majority of elderly patients. Headache was another 
common symptom and was observed in 68% (410) 
patients. Commonest neurological sign observed was 
weakness of the contralateral side, which ranged from 
mild weakness to dense hemiplegia. 

Burrhole drainage was the commonest procedure 
performed in 833% (499) patients. In rest trephine 
craniotomy, with or without Membranectomy was done. 
Former procedure carried good prognosis, lesser 
morbidity and mortality than the latter. Subdural 
tapping was done to drain the subdural haematomas in 
children. Sub-dural peritoneal shunting was done in 3 
children, where repeated tapping had failed 

Discussion 

History of trauma may not be present in Chronic 
subdural haematoma. Freed and Boyd and Boyd 9 , found 
a positive history in 56% of cases, whereas 
Ramamunkhi 10 (observed it in 62.8%). In our series 
the history of head injury was seen in 58% of cases. 

Epilepsy and alcoholism 11 are often associated with 
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chronic subdural haematomas, because of frequent falls 
and injures to which such patients are prone 12 . 15 
patients in our series were known, epileptic, who has 
sustained trauma to head in the past. However, none of 
our patient was found to be under the influence of 
alcholol. 

Five Children who were operated for congenital 
hydrocephalous had developed chronic subdural 
haematoma. All these patients required evacuation of 
chronic subdural haematoma. Similar cases have been 
reported by Anderson e£al. ,J 

The evidence of chronic subdural haematoma is five 
times more frequent in males than in females 4 . Similar 
figures were observed in our series. Takanhashi and 
Takeucki from Japan reported that only 3 patients in 
their series of 111 cases were females 15 . 

Paediatric patients were subjected to tapping of the 
subdural collection, which sometimes necessitated 
repeated aspirations. This proved to be the treatment 
of choice in most of the cases, barring a few, which 
required subduro-peritoneal shunts. Melaurin et al 16 
also concluded that repeated tapping is the successful 
treatment in paediatric patients. However, Guthkelch 11 
advised against repeated aspiration. Moyes et al 1 * 
preferred subduro-peritoneal orsubduro-atrial shunting 
procedure to repeated tapping, as the latter carries 
attendant risk of infection. 

Most of the elderly patients in our series gave a 
history of waxing and waning of symptoms which has 
been also observed by Jamieson et al” and many other 
authors in their studies pertaining to chronic subdural 
haematomas. History of head injury recorded more in 
middle aged pptients ranging from 30-50 years than in 
elderly, above 50 years. Weakness of contralateral half 
of body ranging from mild weakness to dense 
hemiplegia was seen in 82% of cases. 58% of patients 
had papilloedema. Bilateral chronic subdural 
haematomas were present in 9% of cases in our series. 
Kristiansen & Tandan et al 20 found 10% cases of 
Bilateral Chronic SDH in their series. 

Carotid angiography was the investigation of 
choice before the computerized tomography facilities 
were available, classical biconex avascular area, more 
obviously seen in capillary and venous phase were 
found in majority of cases, shift of anterior cerebral 
artery to opposite side was seen in patients with sizeable 


haematomas. Gurdijian and Webester 21 and No imam 22 , 
Zingessor 23 also found that carotid brain scanning and 
echoencephalography was done routinely and the results 
were found to be satisfactory, yet patient would be 
subjected to angjogrphy and computerized tomography. 
Comparing the result of the echo and brain scan in the 
diagnosis of Chronic SDH, Hurwitz et al 24 found only 
44% reliability of the echo, whereas the brain scans 
were positive in 93% of cases. Burr hole evacuation of 
the haematomas was the procedure of choice and results 
were found to be good as compared to craniotomy with 
or without mebranectomy. Similar observations were 
made by Kristiansen and Tandon 24 ; Svien etai 25 & 
Moriyasy etal 26 . 

In immediate post operative penod, to ensure the 
expansion of brain, patient was advised to take oral 
fluids liberally and foot end of the bed was elevated for 
24-36 hours. This minimized the risk of recurrence by 
obliterating the subdural space. Lewin I960 2 ’ and 
Svien 23 also advocated similar precautions, expansion 
of the brain was judged by watching the decrease in 
the size of the air shadow in plain X-ray of the skull 
Such shadows are caused by air entering the empty 
subdural space while the patient is being operated It is 
advisable to displace the air by filling the cavity with 
saline. Vnjall et al 2S also has made similar observations 
in his study. 

Nine cases in our study had patchy calcification of 
the memb*rane surrounding the subdural haematoma 

The complications frequently encountered were, 
recurrence of chronic subdural haematoma, seen in 182 
of cases. Infectious complications like subdural 
empyema, brain abscess and meningitis were observed 
in 4,6 and 11 cases respectively. These were uncommon. 
Seizures were found in 7% of cases and thus all patients 
were treated prophylactically with anticonvulsants. 
Anticonvulsants commonly used were sodium 
phenytoin and phenobarbitone, either individually o. 
in combined regimen. 

Mortality following treatment of chronic SDH in 
our series was 8%. About 69% of patients were 
perfectly all right and resumed back to thei r routine work 
in four weeks time. Mckissock et al reported a 13% 
mortality in patients who were comatose or stuporous 
at the time of operation and a 5% mortality in patients 
who were alert or drowsy. 
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Analysis of Aetiopathogenic Factors and Gallstone Composition in Sikkim Himalayas 


M. R Kotwal, M.P.; F.A.C.G., Chewang Zangm o Rinchen, M.B.B.S., 

Abstract : A thorough investigation oj the prevalence and associated factors of gallstone patients in Sikkim 
Himalayas- The study was carried out in a Referral Hospital in Gangtok , capital of Sikkin, on 1739 patients from 
rural areas presenting to a Gastroenterology clinic. Three hundred and ten patients (17.82%) had gallstone 
disease. Two hundred and forty five (79.03%) females in contrast to 65 (20.96%) with a sex ratio of 3.77:1, with 
an average age of 44.38 years in males and 42.51 years in females. Two hundred and seventy six gallstone 
patients (89.03%) of nu/liparous were between 20 to 69 years of age. Thirty nine (15.92%) nulliparous females, 
including 12(30.76%) of nulliparous were between 10 to I9years of age. Increasing parity from, 26(10.61%) one 
child, 43(17.55%) two children, 37 (15.10%) three children, 29 (11.84%) four children, 28 (11.43%) five children, 
21 (8.57%) six children, and 5 (2.04%) with seven children i.e. incidence dropping significantly. Only 88(28.39%) 
patients had Body mass index, Broca b Index more than 120%, suggesting obesity, while 222 (71.61%) were of 
normal weight. However 77(31.43%) females were obese in contrast to only 11 (16.92%) males. While 296(95.48%) 
patients were non vegetarians, who take high carbohydrate and high calorie diet. Living in hilly terrain keeps 
envoy sedentary life style and obesity, two hundred and twenty-five (72.58%) were of mongoloid ancestry, and 
70(22.58%) consumed alchol including millet brew. Fifty-five (17.74%) had associated jaundice. 

Key words: Gall Stones, Jaundice, Gal! Bladder Disease, Cholesterol stones, 
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Introduction 

Gallstone disease, has been recognized in man since 
antiquity; Gallstones were found in the mummy of the 
priestess of Amen (1500 B.C.) 1 Billiary tract disease 
appear vividly in the writings of the ancient Indian 
physicians. Charka (2nd century BC) and shushruta 
(6th century BC) 2 . Gallstone disease like coronary 
artery disease and obesity, has generally been 
considered as characteristically a western affliction, and 
hence is presumed to be infrequent in India 3 *. The 
reports of gallstone disease in India are mostly from 
the big cities of the country, where most of the tertiary 
hospitals are located. 510 

The population in cities have, better socio-economic 
status, hence change in dietary habits and sedentary 
lifestyle is common. Therefore the pattern of gallstone 
disease is different from the rural population. As 
gallstones are being diagnosed with increased assurance 
by ultrasound; they may present with symptoms of 
dyspepsia, billiary colic or jaundice." In the present 
study, we have investigated the prevalence and 
associated factors of gallstone disease in patients of 


upper abdominal dyspepsia from the rural and semi- 
urban population of Sikkim. 

Material and Method 

From May 1993 to May 1995, 1739 patients 
presented to the gastroenterology clinic of the only 
Referral hospital in Gangtok, Sikkim. All patients with 
upper abdominal dyspepsia were subjected to physical 
examination, ultrasound examination of the liver, biliary 
tract and spleen completing a prestructured profroma 
by a clinical gastroenterologist and an ultrasonologist. 
Real time ultrasonography was performed with a linear 
array probe of 3.5 Mhz. After preparation of two days 
and an overnight fast, patients were examined in supine, 
left lateral and standing positions. The equipment used 
was SONOLINE SL 2 Seimens, Germany. Weight in 
(Kilograms) and height (in centimeters) of all patients 
were measured With a modification of Broca’s Index, 
the obesity index (precent) was calculated from the 
following formula Obesity Index = 100 x (weight/ 
standard weight) where standard weight is =0.9 x 
(height-100) Obesity was defined as index value> 120 
percent 12 
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Observation 
Age and Sex: 

Age and sex were the strongest predictors of 
gallstone disease. Gallstones were present in 310 
(17.82%) patients out of 1739 patients who were 
subjected to upper abdominal ultrasound examination. 
Sixty five (20.96%) were males and 245 (79.03%) were 
females, with male to female ratio of 1:3.77.Two 
hundred and seventy six (89.03%) were between 20 to 
69 years of age 

Parity: 

Thirty nine (15.92%) nulliparous females had 
gallstones, including 12 of them being between 10-19 
years of age., increasing parity did influence the 
gallstone disease up to six children, after which the 
incidence dropped significantly i.e. 26 females 
(10.61%) had one child, 43 females (17.55%) had two 
children, 37 females (15.10%) had three children, 29 
females (11.84%) had four children, 28( 11 43f%) had 
five children and 21(8.57%) had six children. Five 
females (22.04%) had 7 children. 

Body Weight: 

With a modification of Broca’s index (percent) was 
calculated Obesity was defined as an index values of 
more than 120 percent. Eighty eight (28.39%) patients 
had Broca’s index more than 120% in comparison to 
222 (71 61%). However 77 females (31.43%) had 
Broca’s Index over 120 percent in comparison to only 
11 males (16 92%) with a ratio of male to female 1:1.85. 

Dietary Pattern: 

Two hundred and ninety-six patients (95.48%) were 
non-vegetanan in comp an son to 14(4.52%), The ratio 
of non-vegetanan to vegetanan among both the sexes 
was almost equal. 

Racial and ethnic background: 

Two hundred and twentyfive (72.58%) of the 
patients were of mongoloid origin while, 85 (27.42%) 
were of non-mongoloid origin. 

Jaundice: 

Fifty-five patients (17.74%) had either presented 
with jaundice or jaundice was associated, while 255 


(88.26%) did not have jaundice. However 16 males 
(24.63%) had jaundice in comparison to 39 females 
(1591%). 

Alcohol Consumption: 

Seventy (22.58%) patients did consume alcohol 
including millet brew, 240 (77.42%) did not use alcohol 
However 20(30.77%) males used alcohol in companson 
to 50 (20.41%) females. 

Discussion 

The collection of 310 (17.82%) gallstone disease 
patients is quite a substantial number in a general 
hospital in rural setting in a short period of two years 
This clearly indicated that gallstone disease is very 
common in Sikkim. A few earlier studies have also 
reflected the high prevalence of gallstones in Northern 
India. ,2 ' 13 Female sex and parity have been known to 
be associated with a high incidence of cholesterol stones 
formation, 15,6 . The results of present study further 
support these observations as far as fair sex is 
concerned. In our observation, 15 92% of the 
nuplliparous including 12 between 10 to 19 years of 
age, had gallstones. While increasing parity from one 
child 26 (10.16%), two children 43 (17 55%), three 
ch-idren 37 (15.10%), four children 29 (11 84%), five 
children 28 (11.43%) six children 21 (8.57%), the 
number of patients with gallstone gradually decreased. 
Female sex hormones probably exert their lithogenic 
effect by markedly impairing gallbladder emptying 1 ’-'* 
by increasing biliary cholesterol secretion 16 , and by 
decreasing the bile acid pool size 19 , Nervie et al have 
further demonstrated in Chileans that sex factor plays 
a fundamental role in the regulation of cholesterol 
metabolism in human liver. 20 The flux of Lipoprotein 
cholesterol to the liver is increased in women, and the 
regulatory mechanism of hepatic cholesterogenesis less 
sensitive to cellular cholesterol in women than in men. 

Physical activity was found to have a bearing on 
cholesterol stone formation, as cholesterol stones were 
found significantly more of ten in patients who had led 
a sedentary life than in those who had indulged in 
physical activity, 21 71.61% of our gallstone patients 
were not obese however, 31.43% of the female gallstone 
paitents had Broca’s Index more than 120 percent in 
comparison to only 16.92% of the male gallstone 
paitents. This is perhaps because majority of our 
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population is hard working at home, in the farms and 
in office Most of the office workers have to walk long 
distances. The hilly terrain almost dictates the 
inhabitants to move on foot from places as this is faster, 
sure-footed and saves time though at the expense of 
burning calories Two-hundred and ninety-six (95.50%) 
of our gallstone patients were non-vegetarians and 
consumed high carbohydrate and high calorie diet. This 
could be an important contributory factor for the high 
prevalence of gallstone disease in this senes as has been 
reported by other workers from Kashmir. 22 

The frequency of cholelithiasis varies among ethnic 
groups. American whites probably have notably high 
incidence. Among Pima Indians, for example, 
gallbladder disease affects 73 percent of women 
between ages 25 and 34 and 30 percent of men in the 
45 to 54 years age group, 24 comparable percentages in 
American Whites in these age groups would be about 
7 percent for women and 7 percent for men 23 The Masai 
tribe of East Africa, by contrast, have a very low 
incidence of cholelithiasis despite consuming a high 
fat diet with high cholesterol absorption. The Masai 
have low serum cholesterol values and are relatively 
free of both atherosclerosis and Gallstones. 25 Two 
hundred and twenty-five (72.58%) of our patients were 
of Mongoloid origin in comparison to 85 (27.42%) of 
non Mongoloid ancestry. No obvious environmental 
factors can be invoked to explain the disparities in the 
incidence of cholelithiasis among different ethnic 
groups. 

These factors require a close look, which are our 
main concern, in our on going population study for 
gallstone disease in Sikkim. We did have high incidence 
of gallstones in the families as reported by others, 25 29 . 
As fatty liver is a strong predictor of gallstone disease, 
we will have to look at this aspect in our future studies 
Seventy (22.58%) of our gallstone disease patients 
consumed alcohol including the home made millet brew 
Fifty-five (17.74%) paitents of gallstone disease either 
presented with jaundice or jaundice was associated 

The infrared spectroscopic analysis from 29 patients 
of Gallstone retrieved at surgery was performed at the 
laboratory of clinical chemistry at the Ludwig- 
Maxi mill ians-University, Munich. The results show 
that cholesterol was the main component with a 
percentage of70-100 percent. Calcium Bilirubinate was 
detected in 22 patients with contents of 1 to 15 percent 


Three stones showed some protein (mucin ?) with the 
amounts varying between 2 to 15 percent Calcium 
carbonate (Vatrit) was seen in 4 stones with 10 to 21 
percent and calcium palmitate was observed in a single 
stone (10 to 20 percent). In summary we are dealing 
clearly with cholesterol stones and no pigment stones 
at all in the Himalayas. The components apart from 
cholesterol do not seem to be different from patients in 
Central Europe in whom cholesterol stones were 
detected 
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Bilateral Tumors of the Testis 


N.D. Chowdhary, AR Khan 


Abstract : In an attempt to work-out the prevalence of bilateral testicular tumors in Kashmir a comprehensive 
study (retrospective) was conducted in 1994-95. Of 110 cases of testicular neoplasms reported in the last 12 years 
(1984 to 1995) tumors occured bilaterally in 6 cases (5.4) percent). In 4 cases tumors developed in bilaterally 
undescended testis and in 2 cases tumors occured in scrotal testis. 5 of 6 cases had tumors arising from germ 
cells. One case a five year old child, developed bilateral Burkittb lymphoma of testis and cord. All the cases had 
synchronous presentation. In all cases tumors exhibited similar histological pattern on both sides. 

Key Words: Bilateral tumors, testis, undescended germ cell. 
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Introduction 

Though rare, the occurance of bilateral tumors of 
testis is well reported in literature'- 2 . The first biopsy 
case was reported by Bidard 3 in 1853 and by 1955, 
209 cases had been reported in literature. 4 From 1970 
onwards the cases are being reported frequently 5 ' 4 . The 
nsk of developing cancer in the other testis after 
unilateral orchidectomy for germ cell neoplasms is 
approximately 500 times greater than the risk of first 
tumor. The risk is significantly increased if the 
remaining testis has at any time been ectopic.' 3 In 50 
percent of cases a second tumor (primary) develops 
within 5 years Of diagnosis if the first primary and in 
25 percent within the succeeding decade, the need for 
careful and prolonged follow up is thus essential." 

Bilateral germ cell tumors of testis particularly when 
sequential may present problems in management, 
because previous therapy and potentialy altered 
metastatic pathway, requires modification of the usual 
therapy. 1 " 

Material and Method: 

Records of all the testicular neoplasms reported 
during last 12 years (1984-1995) in the Department of 
Pathology, Government Medical College, Srinagar, 
Kashmir were collected Out of 110 cases, tumors 
involved both testis only in six cases. Their clinical 


summary and histological slides were taken out and 
slides reviewed Wherever desired fresh sections were 
cut from paraffin blocks. One case of bilateral testicular 
lymphoma recently reported is not included in this study 
Routine stain was haematoxylin and eosin and special 
stains included periodic acid schiff (PAS) Alcian blue 
(A/B), van-Gieson and reticulin stains 

Observation: 

For clinical summary see Table-I 
Pathology 

Case 1,3 and 5 included Orchidectomy specimen of 
varying sizes from 60x40x30 mm to 250x70x22 mm 
All confined by tunica. Cut surfaces revealed tumors 
replacing entire testis in all except one specimen in 
which a small ramnant of testis was seen compressed 
to one side. The surfaces of tumors were gray white 
lobulated with yellowish areas of necrosis. 

Microscopy revealed monomorphic cells spread in 
sheets and nests in all tumors. Cells had clear vesicular 
cytoplasm with large central nuclei containing one to 
two prominant nucleoli. Sheets were intervened by 
variable fibro vascular stroma with lymphocytic 
infiltration. 

Diagnosis: Seminoma 

Case No,2 

Single lump removed from retroperitoneum. 
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adherent to gut and part of gut was also removed. It 
was a 1 OOx 1 OOx 100 mm, soft, fleshy mass. Cut surface 
was haemorrhagic, mucinous, two masses within same 
sac and separated by fibrous bands. 

Microscopy showed inter-communicating spaces of 
varying sizes lined by cuboidal to low columnar cells. 
There was varying amount of intervening fibrovascular 
stroma, hyaline globules and s chi Her Duval bodies were 
present in both tumors. 

Diagnosis: Pure Yolk Sac Tumor 

Case No 4 

Two orchidectomy specimens Right sided 90x25 
mm and left 60x60 mm. Encapsulated, soft shiny. Cut 
surface revealed haemorrhagic areas alternating with 
micros cystic areas with mucinous feel in both tumors. 
Testicular tissue was compressed to one side in both 
specimens 

Microscopy showed a typical histology of Yolk sac 
tumor as discussed above in case2. There was, in 
addition, a good amount of teratomatous tissue in both 
tumors comprising of differentiated elements like 
Keratinous cysts, respiratory epithelium, cantlage and 
immature neural tissue with occasional syncytio- 
trophoblasts 

Diagnosis: Yolk sac tumor with teratoma (Mature 
and immature). 

Case No- 6 

Only slides from testis and epididymis were 


available. Microscopically tumor consisted of sheets 
of relatively monotonous cells with large nuclei which 
were round to oval containing two to five prominent 
nucleoli and moderate amount of basophillic to 
amphophillic cytoplasm. Mitotic index was high. There 
were tingle-body macrophages spread diffusely within 
the sheets of tumor cells with “Starry Sky” appearance 
Diagnosis: Burkitt’s Lymphoma._ 


Table 11 

Showing Prevalenceof Bilateral Testicular Tumors 
in Different Series. 

Reference 

Year 

Btt 

Total 

TT 

Percentage 
of Btt 

1. Abuja et al“ 

1962 

3 

45 

13.3 

2. Blandy et al 1 * 

1970 

4 

258 

1.6 

3. Castro et al 4 

1971 

2 

96 

2 

4. Johnson et al n 

1974 

8 

683 

1.2 

5. Aggarwal PK ct al 9 

1976 

7 

35 

20 

6. Sokal Metal 10 

1980 

21 

760 

2 8 

7. Hockstra et al" 

1982 

8 

362 

2.2 

8 Ware et al 12 

1982 

6 

235 

2.5 

9. Hartungetal 1 * 

1982 

12 

375 

3.2 

10. Cockbumetal 1 

1982 

9 

154 

5.8 

11. Dieckmaan et al 14 

1986 

9 

181 

5 

12. Present series 

1995 

6 

110 

5.4 

Total 


95 

3294 

2.8 


Discussion 


Bilateral testicular neoplasms are rare The reported 
incidence varies from 1.2 percent' to 5.8 percent 1 
Review of literature indicated that 2.8 percent (95/3294) 
of testicular tumors can occur bilaterally. In our own 
series 5.4 percent (6/110) testicular tumors occured 


Case Biopsy No. 

No _ 

1. S-297/84 

2 S-1300/85 


3 S-1213/86 


4 S-1552/91 

5. S-1080/95 

6 S-1177/95 


Table I 

Showing CUnlcal Sunwnary of 6 cases of bilateral testicular 


tumors 

Additional Remarks 


Age/Type of testis 
involved 


Clinical Presentation 


Histological 

diagnosis 


30 B.L.-UDT 

4 B L. UDT 

30 B L UDT 

19 B L ST 

60 B L UDT 

5 B L S.T. 


Painless. Progressive Sm.T. (B.S.) 

swelling of lower abdomen 

Lowe'abdominal mass YST (B.S.) 


Progressively increasing in Sm.T. (B.S.) 
size painless lump in right 
inguinal area 

Painless enlargement of both YST+T.(M.L) 
testis right testis involved first (MGCT) (B.S.) 

SmT. (B.S.) 
Burkitt’s 
l.vmnhoma (B.S. 


Wide spread metastasis in pelvic para 
aortic nodes liver and spleen. 

Patient was operated for some tumor 
in retroporitoneum, testis were found 
absent, histological diagnosis was YST. 
Both testis were placed in nght inguinal 
canal; tumor showed epitheloid 
granulomas. 

Syncytbtrophoblasts were seen 


Abrevations : B L. Bilateral. UDT Undescended Testis, 

B.S. Both Sides. YST Yolk Sac Tumor. 

T. (M I.) Teratoma (Mature and immature) 


ST. Scrotal Testis. SMT Seminoma Typical 
MGCT Mixed germ cell tumor. 
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bilaterally. Though this rate is higher than some series* - 
, 4 it is in close approximation to Sieckman et al 14 who 
reported it to be 5 percent (9/181). Figures of Cockbum' 
are also similar to ours (5.8) percent) but they have 
included only bilateral seminoma, not taking into 
account other germ cell tumors. From India Ahuja et 
a l‘ 6 observed 3 of 45 cases (6 percent approx.) and 
Aggarwal et al 9 observed 7 of 35 cases of testicular 
neoplasms occuring bilaterally in children All three 
cases in Ahuja’s series occured in bilaterally 
undescended testis. These two series obviously are 
based on small number of cases. Incidence of bilateral 
testicular tumors is gradually increasing in the western 
world because of prolonged survival of patients as a 
result of improved management .* 

Aristizabal et al 8 described seminoma as the 
commonest (91 percent) type of tumor occuring 
bilaterally Other types of tumors included 
teratocarcinoma, chono-carcinoma and a combination 
of embryonal carcinoma with terato-carcinoma or 
chonocarinoma. In the present series seminoma occured 
in three of six cases (50 percent). Out of the remaining 
3 cases, there were two cases of mixed germ cell tumors 
and one case of Burkitt’s lymphoma, the only case of 
bilateral testicular lymphoma in this series is in 
contradiction with many studies which described 
lymphoma to be the commonest bilateral testicular 
neoplasm 4,11 ' 19 . 

The youngest and oldest patients of bilateral 
testicular tumors reported in different studies include 
8 months and 76 years by Hamiulton 1 *, 18 years and 
73 years by Aristizabal 8 , 22 years and 35 years by 
Cockbum et al and 4 years and 60 years old patients 
we recorded in the present series 

Bilateral testicular tumors can occur consecutively 
(more often) or simultaneously (rare). A total number 
of less than 100 cases have been recorded in world 
literature that occure simtftaneously upto 1986 14 . This 
disparity could be due to late clinical presentation of 
cases in this series and that of others with bilateral 
synchronous involvement. 

Hamilton et al 15 after a comprehensive review of 
literature found that the incidence of bilateral testicular 
tumors is many fold higher in cases of bilaterally 
undescended testis than scrotal testis. All the three cases 
of Ahuja et al 16 occured in bilaterally undescended 
testis. Our observation of 67 percent (4/6) cases of 


bilateral testicular neoplasms occuring in bilaterally 
undescended testis supports the observation of Hamilton 

et al 15 . 

All the six cases of the present study showed similar 
tumors in both the testes, though tumors of dissimilar 
nature have also been recorded in literature at 

occasions. 214 . 
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A , S >nn Ci ' The -f e ^ lit yP ro ^ le °f 190 "omen who underwent sterilization in the year 1990 was compared with that 

tinnT'" 7 SttriUztdm ,99y A off-years resulted in a favourable change ,e a significant 

(P<0.01) increase mihe mean ages at marriage and first conception. Fertility variables like family size graviditv 
pregnancy wastage had declined over the years. The use of effective methods of contraception like IUD and 
condoms showed a significant increase over the years. 


Key words: Sterilization acceptors, gravidity, family size, contraceptive usage. 

JK-Practiiioner 1997; 4(4) ; 295 -297 _ 

Introduction: 

Unregulated fertility, because of its direct and 
indi rect consequences on the health status of the women. 


their families and hence the community is responsible 
for the poor quality of life of a large segment of the 
Indian population While there is no doubt that the 
fertility levels have witnessed a decline over the years, 1 
the passing towards era ‘Reproductive health’, 
requires analysis of the current fertility trends among 
women so that the family welfare services are planned 
and provided in accordance to the need. 

Material and Methods: 

A random sample of women sterilized in the year 
1Q00 and 1995 (200 from each year) was taken from 
tiie records available at the MCH Section of CHC, R S 
Pura (which falls in the field practice area of the 
department of Community Medicine, Government 
Medical College, Jammu). A Pre-tested questionnaire 
was administered to the women in local vernacular 
language Women who could not be contacted even after 
two consecutive visits to her home were excluded from 
the study There were 10 such women from the 1990 
group of acceptors The fertility characteristies of both 
the groups was recorded for comparison. 

Observations and Discussion: 

1. Age at marriage 

In both the group of acceptors (1990 and 1995, 


majonty of the acceptors (73 .6% in 1990 and 60% in 
1995) had been married below 18 years i.e. the legal 
age for marriage However, the mean age at marriage 

showed a significant increase CP<0.01) from 17 92+1 7 
years in 1990 to 18.43+1.99 years in 1995 (Table I). 
The mean age of marriage was in accordance with the 
national average of 18.6 years. 2 This increase can be 
considered a positive trend as by increasing the age at 
marriage, there is a decrease in the years of exposure 
to the risk of pregnancy. 

2. Age at first conception: 

A favourable though insignificant (P>0 05) change 
in the age at first conception was observed (Table II) 
between the past and present acceptors. As many as 
85.3% of the past acceptors and 78% of the present 
acceptors reported first conception below die age of 
20 years. 

The optimum age for child bearing is 20-30 years. 
Pregnancies above and below diis range are associated 
with higher rates of maternal and foetal morbidity and 
mortality. 2 However, the fact that majonty of the women 
enter motherhood before 20 years of age, reflects die 
need for increased IEC activities to appraise die women 
and the community about the dangers of mamage and 
pregnancy at t young age 


3. Gravida Status of Sterilization Acceptors. 

A comparison of the Gravida status of the two 
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croups of women revealed that 80% of the 1990 
acceptors and 84% of the 1995 acceptors had conceived 
three to five times before they terminated their fertility. 
An appreciable decline in the average gravidity from 
4 447 conceptions/woman (1990) to 4.015 conceptions/ 
woman (1195) had occured within a span of five years 
(Table HI) The average gravidity is in accordance to 
that reported by other authors . 3 

4 . Family Size: 

In both the study groups, couples with a family size 
of 2 were in a minority (table IV). The acceptors were 
either having three children (38.9% in 1990 and 53.5% 
in 1995) or opting for four children (28 9% and 30.5% 
in 1990 and 1995 respectively). Similar findings have 
been reported by other Indian authors . 1 '* 5 Thus it seems 
that while the two child norm has yet to gam popularity 
amongst the rural masses, there is definite trend towards 
the adoption of a small family as is evident from the 
decline observed in the average family size of 3.72+ 1 06 
children/acceptor in 1990 to 3.41+0.78 children/ 
accep tor in 1995. _ 

Table-I Distribution of Laproligation acceptors 
(1990 & 1995) by age at marriage 


Age at 

marriage 

in years 

16<18 

18 < 20 

20 & above 

All ages 


Laproligatioo Acceptors 

1990 

1995 

No. 

140 

25 

25 

190 

%age 

73.6 

13.2 

13.2 

100.0 

No. 

120 

38 

42 

200 

% age 

60 

19 

21 

100.0 

Mean age 

17.92 

18.43 


±SD 

±1.73 

± 1.99 yrs 


X* 13.12 

df 2 

p< 0.01 




Table II 

Comparision of the age at first conception of 
Laproligation acceptors (1990 & 1995) 


Age at 

Laproligation Acceptors 


First 

1990 

1995 


Conception (Yrs.) 

No. 

%age No. 

%age 

<20 

162 

85.3 156 

78.0 

20 or above 

28 

14.7 44 

22.0 

All ages 

190 

100.0 200 

100.0 


Mean age 

at first conception 18.4 18.6 

+SD ±16 ±1.19 

X 1 - 3.32 df 1 p > 0.05 (NS) 


_ Table ID _ 

Distribution of Laproligation acceptors byGravida 


Gravida Laproligation Accaylor. 

1990 ~ 199 * 



No 

%agc 

No 

•/•age 


9 

4.7 

9 

4.5 


38 

200 

64 

32.0 


64 

337 

73 

36 5 

5 

50 

26 3 

31 

15 5 

6 

II 

5.8 

18 

9.0 

7& above 

18 

9.5 

5 

2.5 

Total 

190 

100.0 

200 

1000 

Average Gravida 


4.447 


4015 

Mcmd differ aicc 





Kano = MD/SE 



3 2 


- P‘ value 



<001 (Hudilv Sumilicant) 


Table IV 


Family size in Laproligation acceptors 
1990 & 1995_ 


Family Size 

2 

3 

4 

5 

6 & above 


Laproligation Acceptors 



1990 

1995 


No. 

18 

74 

55 

33 

10 

%age 

9.5 

38.9 

28.9 

17.4 

5.3 

No. 

15 

107 

61 

15 

2 

%age 

7.5 

53.5 

30.5 

7.5 

1.0 

Total 

190 

100.0 

200 

100.0 

Mean + S.D. 

3.72± 106 

3.41± 0.78 


Children 

Children 

Mean difference 

0.31 



‘t* 


3.29 



’p’ value 


<0.01 

(Highly 

significant) 


Table V 


Comparison of pregnancy wastage in 
_ Laproligation acceptors 1990 & 1995. 

Pregnancy wastage Laproligation Acceptors 


1990 

1995 

No. %age 

No. %age 


No wastage 

123 

64.7 

136 

68 

1 

46 

24.2 

48 

24 

2 

12 

6.3 

14 

7 

3 

6 

3.22 

- 

- 

4 

2 

1.1 

2 

1 

5 

- 

- 

- 

- 

6 

1 

0.5 

- 

- 

Total 

190 

100.0 

200 

100 0 

Average preg. wastage ± 

SD 0.54± 0.92/ 

0 422± 0.71/ 



per acceptor 

per acceptor 

Mean difference 



0 12 


Standard Error 



0 08.' 


Ratio (MD/SE) 



1.446 


*p’ value 



P 0 05 

(Insignificant) 
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Note:- There wore 2 cases (to 1995) who hod H/o abortion as 
well as still births and thus the wastage corresponds to a 
pregnancy wastage of 2. * 


Tabic VI 

Contraceptive Usage Among Past & 

Present Acceptors 

Contraceptive 

Method 

Used in Past 

1990 

1995 

I. Nil 

2 IUD 

3. Condom 

4 Coitus 
Interruptus 
(withdrawal) 

147(74 4) 
11(5 8) 
12(6.3) 
20(13.5) 

130(65) 

28(14) 

32(16) 

10(5) 

Total 

190(100) 

200(100) 


Note: 


1. Figures in parenthesis indicate percentages. 

2 Test of significance (S E P ) applied to test 
the significance of difference between users 
of @ 90 & 95 shoed highly significant results 
at P<0.01 for NIL, IUD and Condom users 
and insignificant difference at P<0.05 for 
coitus interruptus 

5 Pregnancy Wastage: 

The pregnancy wastage in terms of abortions 
(spontanous and Induced) and/or stillbirths did not 


appear to have changed significantly over the years 
although a decline in the average pregnancy wastage 
from 0.54+ o 92/women in 1990 to 0.42+0.71 women 
in 1995 was observed (Table V). 

6. Contraceptive Usage: 

contraceptive usage showed a significant increase 
from 26.3% in 1990 to 35% in 1995. Moreover the 
usage of effective methods of contraception i.e. IUD 
and condoms had increased over the years (Table VI) 

Conclusion 

A span of just five years has resulted in considerable 
and favourable changes in the fertility profile of women 
Still the level of fertility does not appear to have declined 
to the level desired for population control and 
stabilization. 
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Zinc Depletion and Menorrhagia in Kashmiris 
using multiload intrauterine Device 


Shafi qa A. Tanki M.D., Nisara Bhat M S, G.M. Loan M.Sc MLT., A R Khan M Sc. MLT., Z. Jeelam M D D.M. 

Abstract : A 6 to 24 months follow-up study was undertaken to evaluate the effect of using multi load as an 
intrauterine contraceptve device on the haemoglobin and some trace element levels (Cu and Zn) in Kashmiri 
women. The study group consisted of 45 women of three groups (15 volunteers of each), who were using multiload 
for 6 months, 1 year and 2 years. The control group consisted of 40 healthy volunteer infertile women. The results 
showed that after 2 year of multiload use, the mean serum zinc, haemoglobin and hematocrit values were 
significantly lower than initial concentrations and that of normal non-users compared to the levels during 6 
months and l year. The serum copper in multiload users for 2 years was significantly higher as compared to 
controls (P <0.01) and after 6 months and 1 year. A significant correlation was obtained between the duration 
and serum copper and zinc levels. 


gey Words: Anemia, menorrhagia, trace elements. 

JK - Practitioner 1997; 4 (4) : 298 - 300 _ 

Introduction 

Intrauterine devices (IUD’s) are among the most 
effective contraceptive methods with an annual 
pregnancy rate of less than 5%'. This makes them 
attractive in developing countries where women are not 
used to taking a pill every day. copper carrying IU’s 
a re highly effective at a smaller over-all size than IUD’s 
without copper. The copper T-200 commonly refered 
to as the Copper T, is increasingly used in developing 
countries where it has been found to be a highly effetive 
contracepive modality. 12 

One of the latest types of copper carrying 
intrauterine device is multi-load Cu-250 and multi-load 
Cu-375 which are intrauterine devices made of 
polyethylene with a copper wire wound around the stem, 
giving a total copper surface area of 250mnr and 
375mm 2 respectively. Multiload Copper-250 is the most 
commonly used IUD, used in our place. However, 
bleeding, severe cervical stenosis and copper allergy 
are still some of the reasons for discontinuation. 1 '* 

fn developing countries, where about 50% of the 
women are already anemic and many more are on the 
borderline, heavy menstrual flow could lead to anemia 
or making existing anemia worse. Studies on the effect 
of IUD’s on iron metabolism in Malaysia. Mexico. 


Chile and Nigeria showed signs of iron loss 4 5 and signs 
of iron deficiency 6,7 whereas studies conducted in 
Bangladesh showed no change in various indicators of 
anemia after twelve months of IUD use. 2 Studies from 
developed countries have produced similar conflicting 
results. 3 Because of these contradictions we decided to 
investigate the change in various indicators of anemia, 
serum copper and zinc levels in healthy Kashmiri 
women after 6 months to 2 years of multtload copper- 
250 IUD use 

Material And Method 

A copper intrauterine device (multiload Cu-T 250) 
was inserted in 45 volunteers (study group) on a normal 
diet who were attending the Family Planning Clinic of 
the Community Medicine Department of SKIMS. The 
control group consisted of 20 healthy volunteers 
(infertile women), who were also attending the 
Gynaecological Clinic of the same hospital. The study 
group and controls, who were aged between 20 and 32 
year were from a population that was not accustomed 
to the use of contraception as a birth control measure 
before presenting at the clinic. Once they were included 
in the study, the women did not use any iron, 
anti fibrinolytic drugs or prostaglandin inhibtors, which 
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could have interfered with the finding of the research 
Informed consent was obtained from all participating 
women. The study group consisted of three groups of 
15 volunteers each: one group using multiload for 6 
months, second group using for one year and the third 
group using for two years. In all the three study groups 
before insertion of multiload and in controls, the first 
blood sample was collected postmenstrually for the 
bas 2 l values of Hb. hematocrit, zinc and copper; and 
then after 6 months, 12 months and 2 years of multiload 
use. between the 5th and 12th day of the menstrual 
cycle Hemoglobin and hematocrit values were 
determined by the manual methods Serum, copper and 
zinc concentrations were estimated using atomic 
absorption spectrophotometer 9 

The serum was mixed with an equal volume of 25% 
TCA and tubes were kept in ice for at least 30 minutes 
for proteins to.precipitate Tubes were then centnfuged 
at lOOg for 20 minutes. Supertanantwas removed and 
directly aspirated into 6 BC-902 double beam atomic 
absortion spectrophotometer For copper and zinc at 
324-7mn and 213 run respectively, calibration was done 
using the standards for copper and zinc from Sigma 
Chemical Company (USA), Student’s t Test was 
applied to test the significance of two values. 

Results 

The levels of serum copper, zinc, haemoglobin and 
hematocrit are represented in table I. The serum copper 
in multiload users for two years was significantly higher 
as compared to levels after six months and one year. 
However, serum zinc, hemoglobin and hematocrit 
values were significantly lower in multiload users for 
2 years as compared to the levels during 6 months and 
1 year. 

70% of the multiload intrauterine device for 2 years 
and 45% for 1 year complained of menorrhagia but 
this was not severe enough to lead to exclusion of any 
of the patients from study group Only 3 women of the 
first group using multiload for 6 months complained 
of menorrhagia 

Discussion 

Our finding of signs of clinical anemia in 33% of 
patients agree with the result of Fernandez et al, 6 
Callegos et al' and Wright et al,* but contrasted with 


the results of of Rob et al* although menorrhagia was 
common in our study group after I -2 years of copper 


TABLE-I 

MEAN SERUM TRACE ELEMENTS (Cu+Zn) 

AND HEMATOCRIT (MEAN+SE) IN CONTROL 

AND STUDY GROUPS 


(onfrob 


UDUwn 



0 month 
n = 20 

6 monlhs 
n= 15 

1 yeor 
n » 15 

2y*on 
n s 15 

(u (uj/dl) 

94 00*5.00 

9390+550 

15580+1.10 

19110+8S0* 

Zinc lu^/dl) 

60.00*2.90 

80.90+3.00 

83.20+470 

72.10+270** 

Hb (ft/dO 

11.00+2 00 

1lj/dU2 00 

10.60+0.14 

10.30+060 

Hd (X) 

29.00+090 

29 30+0 94 

29 30+0 94 

2700+042 


IUD : InUfruttriu devke * P <0 01 

Hb : Hocmoglobin **P<00S 

Hrt : Memototrft 


T-250 use 

The significant increase in the copper levels of the 
patients in the study group was associated with 
significant reduction in the zinc after copper T-250 use 
A decrease in zinc and increase in copper are classic 
changes in minerals that occur during an acute phase 
response or inflanimation. It is. therefore, possible that 
the presence of copper T-250 elicited the release of 
cytokimes such as interleukin-1 and tumor necrosis 
factor and caused alterations in the mineral levels 
studied. 

An insignificant number of controls showed signs 
of low scrum zinc and clinical anemia probably as a 
result of nutritional deficiencies which account for the 
anemia prevalent in about 50% of non-pregnant women 
in developing countries. 1 

The present study has shown that menorrhagia 
occured in about one third of women using IUD, after 
2 years, which leads to mild to moderate zme deficiency 
and anemia. However, the insertion of an IUD could 
bring about the release of cytokinies leading to increased 
extracellular copper levels with a concomitant decrease 
in zinc levels also after prolonged use Patients using 
multiload copper 250 IUD’s after 1-2 years should, 
therefore, be monitored closely, so that those who 
develop menorrhagia, can be given a hematinic 
containing zinc to replace the losses 
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Vincristine Induced Neurotoxicity. A briefcase report 


Showkat Bashir. M D ; Tanveer Mir. M.D ; Faroque A. Khan. M B.. MACP. 


Abstract: A 35 year old Indian male with history of diffuse larxu> / I " --- 

facia! weakness, diplopia and weakness of left hwellegHe had " Camt wi,h r 'g h ‘s<ded 

vincristine, las, course was two days after the appelfance^dZllZT LT'f °f ch ‘ mo ' h '™Py ‘"eluding 
stdedfacta! nerve palsy of lower motor neuron type right oldomotnr 1 ^7 "7""°"°" show ' d nght- 

cytological exam,nation of cerebrospinalfluid was negative for mah tnrnnZZTrZ <>ro P Uprated 

did not reveal any lesions or nerve mot involvement Vincristine wL H " *’* CT ~ SCan a " dMR J of the brain 
chemotherapy and patient b neurological signs and symptoms improved ZZneid^t/monriZtoZlaigZntenZ 

Key Words Neurotoxicity, Neurologic, Vincristine. 

JK-Practiiion er 1997; 4(4) : 301 - 302 
Case Report 

A 35 year old Indian male was dignosed to have 
diffuse large cell lymphoma after he presented with large 
submandibular swelling, low grade fever and 
generalised weakness. His disease was wide-spread 
involving liver, spleen, pancreas, abdominal lymph 
nodes, mandible, floor of mouth and bone marrow, 
although cerebrospinal fluid examination was negative 
for malignant cells. He received first cycle of CHOP 
regimen with excellent clinical response Two days prior 
to second cycle of chemotherapy he complained of 
diplopia which worsened after the second cycle. At the 
same time he also complained of difficulty in walking 
because of left lower leg weakness and right sided facial 
weakness He denied any complaints of headache 
nausea, vomiting, fever, dysphagia or respiratory 
difficulty On physical examination he was a young, 
alert man in no acute distress. He was afebrile but had 
generalised pallor. There was no lymphadenopathy. 

Chest and cardiovascular examination was 
unremarkable the abdominal examination was normal 
and there was no enlargement of liver or spleen. 

Neurological examination revealed nght lower-motor 


neuron type of facial weakness, right oculomotor nerve 
palsy and left foot drop. There were no sensory deficits 
or signs of meningeal irritation. Fundoscopic 
examination was unremarkable. In view of mvolvemait 
of nervous system at different levels provisional 
diagnosis of meningeal carcinomatosis was considered 
However, a CT-scan with contrast and MRI with 
gadolinium did not reveal any lesions or nerve root 
enhancement. The cytological examination of 
cerebrospinal fluid was repeatedly negative for 
malignant cells. Over the next six months he did not 
receive any vincristine along with his chemotherapy 
and his visual symptoms and weakness improved to a 
large extent. 

Discussion 

Vincristine is a dimeric alkaloid derived from 
flowing periwinkle, vinca rosea It's anticancer effect 
is believed to be related to its» colchicine-like arrest of 
cell division at metaphase. It is useful in number of 
neoplastic diseases including leukemias, lymphomas, 
sarcomas and some carcinomas. However, it/* use is 
limited by accompanying toxic effects, the most severe 
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among them being neurotoxicity. 

The toxic neurologic manifestations associated with 
vincristine are quite variable and can involve both motor 
and sensory nerves. The commonly observed effects 
include numbness and tingling of extremities, 
depression of deep tendon reflexes and neuritic pains. 
However, these effects do not warrant reduction or 
discontinuation of therapy as they usually are self- 
limiting. Less commonly observed neuropathic effects 
include camial nerve plasies, ocular 1 and laryngeal 
muscle paresis, gross motor weakness, autonomic 
neuropathy and rarely myeloencephalopathy*. All of 
these effects are dose related and worsen with 
cumulative doses of vincristine and have been reported 
to be atypical and serve with concomitant 
administration of colony-stimulating factors 3 and 
itraconazole. 4 Histopathologically this neuropathy is 
mainly axonal, more in large nerves and there occur 
focal axonal swelling with marked variations in 
intemodal length. However electroneuromyographic 
studies have shown that demyehnating component also 
exists which affects the proximal nerves more than the 
distal with consequent significant delay in conduction, 
especially in peripheral nerves. 5 

Our patient presented with neurologic signs and 
symptoms which initially seem to represent the 
recurrence of his underlying illness However, there was 
no evidence of such recurrence on CT-scan, MR] and 
cerebrospinal fluid cytology repeatedly came back 
negative for malignant cells. Bessides, his visual 
symptoms worsened after second cycle of chemotherapy 
which, in fact, had begun six weeks after first vincristine 


administration, usually the time when vincristine nerve 
toxicity is believed to manifest first. In addition, his 
neurologic symptoms and signs followed over the next 
six months improved to a large extent with exclusion 
of vincristine from his chemotherapeutic regimen These 
observations dea rly indicated that our patient developed 
cranial nerve palsies and muscle weakness secondary 
to vincristine. 

We conclude that vincristine-induced neuropathy 
may be diverse and should be senously considered in a 
patient with neurologic symptoms and signs after 
vincristine administration. Such a neurotoxicity may 
also mimic the recurrence of dissemination of 
underlying neoplastic process which needs to be 
excluded by appropnate testing 
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Abstract This paper report atypical example of Majffucci i syndrome a congendal non hereduan d.sorder of 
uokaow etiology m « 65 year old male. To our knowledge this is the firs, case ported ij, a Saud, A mb, an pattern. 
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Introductiuon: 

Maffucci s syndrome is a congemtaJ, non-heredjtary 
disorder of unknown etiology associated with multiple 
enchondromas, soft tissue hemangiomas or 
lymphangiomas and sometimes dyschromic cutaneous 
lesion' It carries an associated high risk of the 
development of malignancy, particularly sarcomata’s 
transformation of an enchondroma (l? 0 /®) 2 . Typically 
the enchondromas and hemangiomas occur in early 
childhood and usually involve unilaterally the hands 
and feet, but there is a possibility of lumps occuring 
elsewhere though the viscera are spared. 5 182 cases 
have been reported in the medical literature until 1995. 
We report to our knowledge the first case in a Saudi 
patient. 

Case Report 

Physical examination revealed a normosomic 
afebnle man measuring 160 cm in height and weighing 
80 Kg with lyere deformities and shortness of the nght 
lower limb He had a normal face with no thyroid 
enlargement. There was a left side scoliosis and multiple 
hemangiomata varying in size from 3.0 to 5 0 cm in 
the nght side of the abdomen, scrotum, right leg and 
foot. The chest, abdomen and pelvic examination were 
unremarkable Jhe nght lower limb was 7.5 cm shorter 
than the left side, and severely deformed showing 
multiple soft non tender, grey reddish nodules varying 
in size from 3.0 to 5.0 cm in diameter involving the 
entire limb from hip to toes (Fig I). the nght hip was 
partially mobile to an extension of 80 degress. The right 


knee was mobile. Skeletal X-ray survey revealed 
enchondromata with erosion, bone shortening and 
dysplastic changes of the right lower bones of the leg 
and foot (Fig. 2).Laboratory investigation were normal 
Abdomen aortography and selective right lower limb 
arteriography showed multiple areas of dense vascular 
staining which last well into the venous phase. They 
were located in the right limb and abdomen There was 
normal sized feeding artenes and draining veins No 
evidence of direct A.V. shunt was noted 

The patient underwent ligation and excision of 
multiple hemangiomas from Rt leg and scrotum as well 
as from the heel Biopsy from the growing nodule on 
the Rt heel showed cavernous hemangiomas in the soft 
tissue and atypical enchondromatosis in the underlying 
bone structure Biopsy from the nodules in the scrotal 
area showd mixed type of hemangiomata (Fig. 3). 

The patient has been dischargesd from the Hospital 
and followed-up in OPD with excellent results after 1- 
1/2 years. 

Discussion 

Maffucci described in 188 l 4 a syndrome 
characterized by multiple enchondromas associated 
with subcutaneous hemangionas. Usually unilateral 
involvement of long bones is most common, but an 
extensive bilateral disease involving flat bones occurs. 
This syndrome is considered to be congenital, but not 
hereditary. Chromosome abnormality has been 
described in one case. 5 It has no particular racial or 
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Fig. I 


Fig. 3 


See text for Details 
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case of a Saudj Arabia to be published. 

The occurrence of occasional tumors mainly of 
mesenchymal origin support the opinion that 
Maffucci’s Syndrome represents a generalized 
mesodermal dysplasia 7 Association with cerebral 
glioma* -9 , pituitary adenoma 10 " , ovarian tumor 1 *- 13 
mesotheloima of male genital tract 14 , parathyroid 
adenoma, fibrosarcoma, angiosarcoma, and 
adenocarcinoma of pancreas' 5 has been report The 
possibility that these cases are more than coincidental 
remains to be determined. The most important 
complication of this condition is the high frequency of 
development of chondrosarcoma ,6 ‘ ,7 • ,8 . Ollier descn bed 
in 1902 a syndrome also with multiple 
enchondromatosis, but without hemangioma called 
dyschondroplasia, to mean a development abnormality 
of the cartilaginous tissue 19 It is only rarely associated 
with sarcomatas degeneration of the enchondromas or 
other generalized neoplasma Recently, however, 
Ollier s disease also has been associated with malignant 
tumors Consequently there is a possibility that Ollier’s 
disease and Maffucci’s syndrome may be a spectrum 
of the same disease process 20 Therefore, patients with 
diagnosed Ollier’s disease are at a higher risk for 
malignancy than has been previously recognized.. 
Futhermore. although no familiar incidence has been 
report^ Maffucci s syndrome, that possibility 
however should be considered since it has been observed 
in identical twins associated with glioma in patients 
with Ollier ’s disease 21 

In our patioit. the mass observed in the right foot 
was due to thrombosed hemangioma, but below the 
lesion an atypical chonodroid proliferation was 
observed Since the syndrome is associ 3 ted with high 
frequency of development of chondrosarcoma, the 
patient is follpwed-up closely every 6 months. Until 
now 1 -1 /2 year no further complaint is noted. 
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Paecock’s Heart (Cor Triloculare Biatriatum) 
Report of a case with survival into adult life 


Introduction 

“The auricular sinuses are separated by a more or 
less complete septum and there are generally two 
auriculo ventricular apertures; while the ventricle is 
either wholly undivided or presents only a very 
rudimentary septum"' 1 Thus wrote Peacock about a 
century and four dedades ago Terms “Single ventricle 
(SV)“ or “Univentricular heart" are often used while 
as other commonly used term is “Cor triloculare 
biatriatum". This is a rather uncommon anamoly, 
reported incidence being 3.2% of patients cathetenzed 
for cyanotic congenital heart disease with an overall 
incidence estimated at I. I% 2 . Males predominate, with 
a sex ratio between 2:1 and 4:1. One report described 
recurrences in siblings.' Life expectancy is short but 
there are reports of survival into adult life; with one 
patient reaching age 56 years. We report a 23 year old 
male with cor triloculare biatriatum. 

C ase Report 

Mr M R a 23 year old male patient was admitted 
with complaints of fainting attacks and palpitations 
since childhood There was no history of chest pain, 
repeated chest infections & haemoptysis. On 
examination patient was of average built and had 
features of polycythemia. He was deeply cyanosed with 
grade IV clubbing Pulse was 86/min regular. There 
was a dorsal scoliosis with a precordial buldge There 
was clinical cardiomegaly with a prominent, displaced 
left ventricle (LV) type apex A harsh (grade V/VI) 


precordium especially in pulmonary area LVS, gallop 
was heard. E C G showed the patient to be in normal 
sinus rhythm, with a rate 95/mt and QRS axis of+60" 
Echocardiography showed the patient to be having a 
single ventncle 

Discussion 

Univentricular heart is a relatively uncommon 
congenital cyanotic heart disease usually with early 
death. There is considerable confusion about 
terminology but it gets cleared if one keeps the Lev's 
principle in view. Lev established the principle that a 
cardiac chamber should be designated according to its 
gross morphology (trabecular pattern) as being nght 
or left and not accordingly to its valve of entry, artery 
of exit, type of blood in it or its position ' Accordingly 
the single ventncle can be a morphologic left ventncle 
(commonest vanety); a morphologic nght ventricle 
(RV) or morphologically indeterminate ventricle 
Anamoly being quite uncommon, is rarely suspected 
before echocardiography or cardiac cathetenzation. 
often being clinically diagnosed as tetrology of Fallot 
(TOF) which is the commonest congenital cyanotic 
heart disease allowing survival to adult life However 
an important clinical difference between TOF and single 
left ventncle (SLV) is the LV dominance, present in 
SLV while RV is dominant in TOF Other causes of 
congenital cyanotic heart disease with a domiant LV 
however must be excluded which include. Ebstein's 
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Abstract : A case of cortriloculare biatriatum also commonly known as single ventricle with survival into third 
decade is reported. 
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ejection systolic murmur was heard all over the 
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anamoly, tricuspid atresia, pulmonary atresia, 
anamolous systemic venous drainage to left atnum 
(LA). Umventncular heart is 
a normal finding in some of 
the lower vertebrates e g. 
frogs However these lower 
vertebrates are povided with 
a sophisticated mechamsum 
to separate oxygenated and 
deoxvgenated blood This 
mechanism consists of 
carotid gland, the so called 
longitudnal orpiral value and 
myocardial sponge In man, 
devoid of such a mechanism 
survival into adult life in 
patients with SLV is 
dependent on a different 
mechanism Patients with SLV have two basic problems 
of mutually contradictory nature If these patients hava 
a normal pulmonary' resistance then their single ventricle 
is subjected to a high volume oveload resulting in early 
failure These patients die of failure without cyanosis 
At the other, extreme is another group in w;<om 
pulmonary valve is almost atretic These patients have 
no failure but have intense cyanosis Survival therefore 
is achieved in an occasional lucky patients who is able 
to maintain pulmonary flow at a level sufficient to 
prevent fatal cyanosis but at the same time less enough 
to prevent fatal volume overload or failure of single 
ventricle This is usually achieved by a concomitant 
valvular pulmonary stenosis (PS) Therefore a patient 
can survive to adult life if he can walk this knife edge 
between a critically reduced systemic output (when 
pulmonary resistence is low) and a critically reduced 
oxygen uptake (when pulmonary resistance is too high). 
PS therefore can be life saving if it is of appropriate 
mangitude It is interesting ro refer to a case report of a 
patient who with a mistaken diagnosis of TOF, 
underwent surgical correction of PS He died 3 hours 
after a successful valvuloplasty and was diagnosed to 
have had a single ventncle rather than TOF Release of 
his pulmonary obstruction proved fatal for him 5 



Priotogropr* Showing tcho Cora*ogrom in ine 
cose of single ventricle 
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Management of patients with SLV ,s surgical One 
would be tempted to attempt to lower viscosity by 

repeated phlebotomies 
especially in patients whose 
secondary polycythemia has 
become symptomatic But 
this temptation should be 
resisted because of large 
number of reports in 
literature of acute neurologic 
chages, transisent or 
permenant and even sudden 
deaths following 

philebotomies There is a case 
report of a women with single 
ventricle who underwent 7 
phlebotomies three of which 
were followed either 
immediately or within 24 hours by evidence of cerebral 
damage The final phlebotomy initiated a period of 
prolonged coma and convulsions with both left and right 
hemiplegias. Treatment therefore is surgical correction 
by a modified Frontan procedure. Effects of early 
palliative surgery have been encouraging as reported 
in a study of 27 infants with this defect ' 
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Abstract: This is report of two primary vaginal melanomas, the only cases encounted in entire female genital tract 
over 20 year period. One of the cases showed local recurrence and spread to pelvic soft tissues 2 years after local 
excision and was subsequently lost to follow up. The second case (Stage II melanoma) treated with radiation to 
local and metastatic disease followed by chemotharapy is free of disease 6 years after the diagnosis. 


Keywords : Vaginal melanoma. 
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Introduction 

Primary melanomas of the vagina are rare, affecting 
women of all races and ethnic background. These 
constitute 0.2% to 0.8% of all melanomas in the female 
and 2 8% of all vaginal malignancies. 1,23 Vaginal 
melanomas like other mucosal melanomas are more 
aggressive than cutaneous melanomas. 

Case Report 

Case No 1: A 50 year old patient presented with 
post menopausal bleeding of a few weeks duration, in 
1989, in District General Hospital. General physical 
examination was non-contributory. Genito-unnary 
examination revealed a polypoid tumor projecting from 
the anterior wall of the lower third of the vagina There 
was no evidence of spread out side the vaginal wall, 
into the pelvic soft tissue. Routine laboratory and 
clinical investigation apart from mild iron deficiency 
anaemia were unremarkable Thinking the tumor was 
probably benign, it was excised and sent for histo» 
pathology. Post operative period was uneventful 
Bleeding stopped and patient continued to be in good 
health Histopathology diagnosis reported by one of us 
(ARK) was malignant melanoma The patient refused 
any further treatment only to report 2 years after 
surgery, with local recurrence including spread to pelvic 
soft tissue She was subsequently lost to follow up 

Case No. 2: A 35 year old female presented with 
vaginal bleeding of recent onset in March 1991 at the 
clinic of one of us (F.J). General physical examination 


and laboratory tests, were essentially normal 
Genitourinary examination revealed an infiltrating 
plaque-like growth in the antero-lateral wall of the lower 
2/3rd. of vagina fixed to pelvic soft tissue Incisional 
biopsy revealed malignant melanoma The case was 
referred to oncology centre for further management 
Staging revealed Stage II melanoma, (metastatic 
deposits in the lymph nodes at aortic bifurcation). She 
was given external and internal radiation and 6 cycle* 
of chemotharapy of (Cisplatin, DT1C. Carmezin & 
BCNS) which caused regression of local disease and 
retroperitoneal mass. With a follow up of more than 
6 years (last seen in May, 1997) she has been in good 
health without evidence of local or systemic disease. 

Pathology: 

Case No. 1: Showed a polypoid tumour of 30 mm 
diameter, with surface ulceration Cut surface revealed 
greyish tumor with focal areas of black and brownish 
discoloration Microscopy showed malignant melanoma 
(Level V invasion) of spindle cell morphology with 
abundant focal pigmant, many mitosis (>I/HPF) and 
large areas of necrosis and haemorrhage In spite of 
extensive necrosis, junctional activity could be seen 
There was no evidence of vascular invasion 

Case No. 2: A friable, 1 cm biopsy revealed 
malignant melanoma, (Level V invasion) with extensive 
surface ulceration but easily identifiable junctional 
activity. Tumor showed compact arrangement of 
epitheloid cells with abundant focal pigment dominated 
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otherwise by amelanotic areas, mitotic figures were 
abundant (>1/HPF). Deeper margins showed 
lymphoplasma ceil infiltrate. There was no evidence 
of vascular invasion. 



Discussion 

Existence of 
primary melanoma 
in the vagina, is now 
well established A 
very small 

percentage of 
women (3%) 
demonstrate 
melanocytes in the 
vagina ' The tumor 
is rare even in 
Caucasians, 
constituting 2 8% to 
3% of all vaginal 
malignancies. 2 3 

Sporadic reports Fi& :- Md-axxiu Vagina - Micxoficaim from 
however continue to cas«- - 1 shims tumour of spindle cell 
appear in- the mo, P hl ' ,, ’®> fr < TO amelanolic area IlxEx400 

literature in women of all races and ethfnic 
background 4 5 6 * 8 

Vaginal melanomas are seen in a wide age range of 
22-68 years but predominantly in late reproductive 
years and menopause 1268 The two patients reported 
here were 50 and 35 year old. 

Clinical presentation is no different from any other 
vaginal malignancy Thus vaginal bleeding is the most 
common Norns and Taylor 5 while reporting on 13 
patients of vaginal melanomas, found intermittent or 
spoty bleeding in nine patients. Vaginal discharge in 
three and weight loss and pelvic pain m two The median 
duration of the symptoms was 2 8 months. Our two 
patients presented with vaginal bleeding of a few week's 
duration The size of the lesions reported vanes from 
0 5 to 5 ems and tumor takes shape of nodular or plaque 
like thicking with or without blue or black coloration. 
Tumor may anse from any area, but lower third of the 
vagina is the most common site 2 

Diagnosis is established by histology In melanin 
producing tumors, diagnosis in fairly simple. 
Amelanotic tumors, seen occasionaly need confirmation 
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by positive DOPA - oxidation reaction, 
immunohistochemistry and or electron microscopy. The 
identity of primary nature of the tumor can be 
established by presence of junctional activity. The 
primary nature of the tumour in such cases, may be 
established by the absence of active or regressed 
melanoma elsewhere in the body and metastatic 
distribution pattern of the vaginal tumor. Both of our 
cases showed focal but abundant pigment as well as 
juctional activity. 

Treatment comprises of curative surgery or 
Palliative chemotharapy and radiation Immunotharapy 
is also under trial Surgery can be curative only in early 
stage melanomas. 

Vaginal melanomas like other mucosal melanomas 
are more aggressive than cutaneous melanomas due to 
late stage diagnosis associated with dissemination to 
pelvic soft tissue, lymph nodes, lungs and bone. 5 Chung 
el al 2 reported a five year survival rate of 21% in 
retrospective study comprising of 19 cases One of our 
case was lost to follow up with local recurrence at 2 
years after simple excision of the tumor The other case 
diagnosed in clinical stage, 0 is doing well with a follow 
up of more than 6 years. This case ws treated with 
radiation and chemotharapy. 

Progrosis is related to tumor depth and volume than 
the cell type. 8 The success to cure, therefore, is the 
diagnosis in early stage, that is level II invasion 
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Squamous Celled Carcinoma Arising in an epidermal Inclusion Cyst 


Azra Shah, M.D.; Parveen Shah, M.D.; 

Abstract : Squamous-celled carcinoma (SCC) arising in an epidermal cyst is very rare. Only a few case reports 
are present in literature. It should be suspected in patients wih large cysts or history’ of rapid increase in size or 
recurrence of a cyst. To the best of our knowledge, no such case has been reported from this part of the country 
although there is one report from Bombay. A case of SCC complicating an epidermal inclusion cyst of the scalp 
is thus being presented in view of its rarity. 


Keywords : Squamous Celled Carcinoma, Epidermal Inclusion Cyst. 


JK-Practitioner 1997; 4(4) : 310-311 
Case Report 

A 50 years old female presented to hospital with 
the complaints of a pea-sized swelling of the scalp since 
the last ten years The swelling had been excised 6 years 
back but now had recurred and started increasing in 
size for the last 6 months. Examination revealed a lump 
on the scalp 1 cm in diameter The lump was excised 
with 1 cm of surrounding skin. 

Gross examination revealed a flap of skin 2 cm in 
diameter, 
with a 
raised 
nodule in 
the centre 
1 cm in 
diai-ieter, 
cystic to 
feel. On 
slicing, 
the cyst 
wall 
contained 
cheesy 
granular 
material 
with a 
necrotic. 


whitish, well-defined area on one side 

Microscopically areas of a typical epidermal 
inclusion cyst were seen (Fig I) with transformation 
into squamous celled carcinoma, well differentiated 
type (Fig 2) 

Discussion 

Epidermal inclusion cycts are common skin lesions 
comprising 85-90°o of all excised cvsts 1 The cvsts are 

diarncten- 
zed bv a 
wall lined 
& oy 
stratified 
squamous 
epithelium 
with a 
granular 
layer 
Malignant 
change is 
extremely 
rare 
varying 
from 
0 5% to 

2 2°o 2 *' 
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The common sites are the scalp,' face, neck and ear 3 
but it has been reported from the gluteal and 1 inguinal 
regions.* Our patient also has a tumour on the scalp. 
The tendency for the lesion to become malignant may 
increase as the patient grows older. 2 In addition to SCC, 
basal cell carcinoma has also been reported 2 in an 
epidermal inclusion cyst The tumour grows slowly 
within the cyst wall and invasion of surrounding 
structures occurs very late 2 3 
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Rectal Careinoid-A Case Report & Review of Literature 


N A Warn. MS.FR.C S.; O J Shah, M S.. F I CS ; Syed Qawnain. M S ; Syed Sajjad Nazir. M S 

Abstract : Carctonoid rumors ore neuroendocrine neoplasms whose clinical behaviour ranges from benign to 
highly aggressive. Despite their ability'to produce hor mones, rectal carcinoids do not secrete 5-h\drooxytiyptamme 
and therefore do not produce the syndrome associated with ileal carcinoids. About S0-90 percent of recta! carcinoids 
are small, submucosal nodules found incidentally on proctoscopy: these early lesions are cured by local excision. 
Pie remaining rectal and dome carcinoids are large, symptomatic lesions, and the clinical presentation, diagnostic 
evaluation, and treatment are similar to colorectal adenocarcinoma Rectal carcinoids < J ems rarely metastasize, 
directing the conclusion that for these smaller lesions local excision is sufficient: for lesions *2 ems a standard 
cancer resection should be performed provided distant metastasis ate absent. Overall su nival following treatment 
of symptomatic lesions is due to frequent presentation with enh anced stage disease. Hepatic metastasis are common, 
ty pically multi focal, and rarely amenable to surgical removal. The malignant carcinoid syndrome is rate. 


Keywords : Rectal Carcinoid Afetasrarts 
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A case report of rectal carcinoid 

Fifty year old female by the name of Shah Jana was 
admitted under die department of General Surgery in 
No\ember. 1996 with chief complaint of bleeding per 
rectum, tenesums and frequent attacks of constipation 
All symptoms were mimicking carcinoma rectum On 
examination paitent seemed to be well maintained She 
had pallor conjunctiva There were no signs ofjaundice, 
cyanosis or lymphadenopathy Abdominal examination 
was normal Per rectal examination revealed solitary, 
firm nodule with a small depression in the centre almost 
I cm in size Proctoscopy confirmed same findings and 


biopsy was taken from the nodule Biopsy report was 
inconclusive Patient was prepared for surgery Baseline 
investigations revealed a Hb% of 9 gm°o Rest of 
investigations were normal 

Abdominal ultrasonography revealed liver free of 
any metastasis Patient was given low residue diet for 
two days and proctoclysis enema on previous night 
and same morning Local excision was performed 
Biopsy revealed rectal carcinoid Patient was 
subsequently followed She has remained symptom free 
for last 7 months and is being followed up in surgical 
clinic. 
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lutrodution 

Carcinoid tumors are neuroendocrine neoplasms 
whose clinical behaviour may be benign or highly 
malignant. They are derived from entro chromaffin (EC) 
cells, secretory cells within the intestinal or respiratory 
epithelium that take up (aigyrophilic) and often reduce 
(argentaflfmie) silver stains. Thes EC cells produce a 
wide range of biogenic amines, neuropeptides, and 
peptide hormonessecretory products which are also 
found in carcionoid tumors. Such tumors have been 
characterized together with other amine precursor 
uptake (APU) and decarboxylation neoplasms 
(medullary carcinoma of the thyroid; 
pheochromocytoma, pancreatic isletcell tumors) as 
APU Domas. 1 

The incidence of rectal carcinoids have been 
estimated to account for 1.3 p.ercent of all neoplasms 
of the rectum and recto-sigmoid 2 3 . The great majority 
are small, benign appearing nodules found incidentally 
on proctoscopic examination. Their frequency of 
detection is approximately 1 in every 2500 
proctoscopies. 4 These tumors are discovered most 
commonly in the fifth and sixth decades of life and are 
distributed equally between men and women 5 *' 
Because many carcinoids are asymptomatic and never 
detected, the ture incidence of these tumors is unknown 
and therefore clinical management is highly dependent 
upon site of orgin, their size, location and extent of the 
disease. 

Pathology 

Carcinoid tumours are commonly classified on the 
basis of embryologic origin from the foregut (bronchi, 
stomach, duodenum, pancreas), midgut (jejunum, 
ileum, caecum and appendix) and hindgut (left colon, 
rectum). This classification is clinically useful because 
of the morphological, biochemical, and clinical 
properties associated with each group.’ Distinctive 
features of hindgut carcinoids include weak silver 
staining (argentaffin negative, argyrophilic-variable), 
low serotonin and 5-hydroxytryptamine content, 
increased frequency of bone metastasis, and an 
association with the malignant carcinoid syndrome. 
Histologically, a typical carcinoid tumor is composed 
of small, uniform cells arranged in orderly bands or 
nbbons. The cells have benign cytologic features, and 
mitotic figures are rare.® Dense neurosecretory granules 


are abundant in the cytoplasm. Immunohistochemical 
stains can demonstrate numerous peptides, including 
chromogranin, neuronspecific enolase, 5- 
hydroxytryptamine (serotonin), 5-hydroxytryptamine, 
neurotensin, calcitonin, insulin, gastrin, ACTH, and 
others.’ 10 

Clinical Presentation 

Rectal carcinoids arise from the deep mucosa The 
typical appearance is a small solitary, firm, submucosal 
nodule on the anterior wall of the rectum. However, 
appearances vary and include small polypoid forms 
and larger, ulcerated, malignant forms. 11 Multiccntnaty 
is rare. Diagnosis requires biopsy and histologic 
evaluation the microscopic appearance is identical to 
that of carcinoids at other sites, although only a minonty 
of rectal carcinoids take up or reduce silver stains. 12 

Clinical presentation for 80 to 90 percent of cases 
is an asymptomatic nodule found on proctoscopy for 
screening or for evaluation of anothr condition The 
vast majonty proveto be unaggressive neoplasms that 
are cured by simple removal In fact, management by 
biopsy alone or by incomplete removal is rarely 
associated with recurrence. 11 The remaining 10 to 20 
percent of cases present with a range of symptoms 
indistinguishable from those of adenocarcinoma of the 
rectum; bleeding, change in defaecation pattern, 
obstruction, tenesmus, and pain Almost all 
symptomatic lesion are aggressive cancers that are 
ultimately fatal. 12 ,314 Such marked differences in 
presentation and outcome have caused some authors 
to distinguish “between benign’’ and “malignant’ forms; 
however, no histopathologic, biochemical, or genetic 
differences have been found to suggest the existence of 
two biological forms of this neoplasms 

Metastatic involvement of the liver can be seen at 
initial presentation. This may be clinically silent or, in 
advanced cases, may present with cachexia, weakness, 
right-upper quadrant pain, and fatigue In most cases 
liver metastasis are multifcal and not amenable to 
surgical treatment Liver resection may rarely be offered 
for palliation of symptomatic tumors and for treatment 
of localized tumors that can be completely resected 
Liver metastasis from colorectal carcinoids rarely 
produce the malignant carcinoid syndrome Additional 
sites of potential metastatic spread are the lungs, bone, 
spleen, pancreas, adrenals, broad ligament, and 
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kidneys 1 


morbidity . 19 


Treatment and Results 

Local excision is adequate treatment for early, 
asymptomatic lesions. Radical resection has generally 
been used for tumors at highest risk for metastatic 
spread to regional lymplmodes Tumor size, ulceration, 
symptoms, invasion of the muscularis propria, and 
mitotic rate have been found to correlate with the 
presence of lymphnode metastasis 4 5 6 ,JM Tumor size 
is the most useful prognostic factor. Tumors less than 
1 0 cm in diameter are only rarely (0 to3 percent) 
associated with metastatic disease 4 6 Tumors 1 0 to 1.9 
cm in diameter are found to have nietstasis in about 
10 percent of cases 4 - 5M5 Tumors greater than 2 0 cm 
are associated with regional lymphnode or liver 
metastasis in 80 to 100 percent of cases 46 " 13 Radical 
resection lias traditionally been recommended for rectal 
<Sf carcinoids 2 cm or more in diameter 

Invasion of the muscularis propria has been 
proposed as an additional indication for radical 
resection 5,4,5 Overall, about one-third of rectal 
carcinoids treated surgically are locally invasive into 
muscle, and 60% of these are associated with metastatic 
disease Some 80% of tumors greater than 2 cm in 
diameter invade muscle, but the presence or absence 
of muscle invasion does not add prognostic 
information. 15 Only 20% of tumors less than 2 cm in 
diameter invade muscle In this group, the presence of 
muscle invasion increases the nsk of metastatic disease 
from2 percent to 40 percent 15 

Despite widespread recognition of these prognostic 
factors, die proper use and benefit of radical resection 
is debatable' M, • ,3 • ,5 . Most patients with large, 
symptomatic, invasive tumors, will die of distant 
metastatic disease regardless of treatment"- 13 . In one 
senes, all patients with tumors larger than 2 cm in 
diameter or widi regional lymphnode metastasis died 
of disease, widi a median survival time of less than 1 
year. 1 ' Five year survival rates for large tumors are 
reported to be 5 to 4 percent. 5 "- n Ultimate cure rates 
are undoubtedly even lower, because relapse up to 10 
years after surgical treatment can occur."' 3 It is 
dierefore, reasonable to question whedier patients widi 
regional disease are curable For many advanced 
tumors, local excision may provide equivalent local 
control and palliation of symptoms with less 


Current treatment guidelines are controversial but 
can be summarized as follows Tumors< 1 cm in 
diameter may be endoscopically removed, fulgurated, 
or locally excised. Regardless of method, the goal of 
treatment should be complete ablation Tumors 1 0 to 
1.9 cm in diameter should be treated initially by full 
thickness local excision. Tumors confined to the 
submucosa require no further treatment. Tumors 
invading into or through the muculans propia are at 
higher risk of lymphnode metastasis and may be 
considered in a selective basis, for radical resection 
For tumors larger than 2 cm in diametr, there is no 
standard management, and treatment should be 
recommended on an individual basis For older patients 
with accessible lesions, palliative local excision may 
be the best option For younger patients and for lesions 
of the upper rectum, antenor resection my be preferable 
Before radical surgery is undertaken, distant metastasis 
should be excluded by abdominal computed 
tomography and chest x-rays. 

There is no standard chemotherapy with proven 
efficacy for carcinoid tumor Metastatic disease may 
remain stable for long periods and do not require 
intervention The largest experience with chemotherapy 
for carcinoid tumors is for treatment of liver metastasis. 
Streptozocin, 5-fluorouracil, methotrexate, 
dexorubicin, cyclophosphamide, carboplastinum, 
interferon, and octreotidehave been tested in phase □ 
trials.*" 6 The best response rates for combination 
therapy are between 20 and 40% with most responses 
lasting only a few months. Toxicity can be significant 
Palliation for symptomatic liver metastasis may also 
be achieved with hepatic artery embolization or surgical 
debulking Radiation therapy has been used of palliation 
of symptomatic bone and skin metastasis. At present 
there is no role for chemotherapy or radiation therapy 
in an adjuvant setting 

Conclusion 

Carcionoid tumors of the rectum are mostly small, 
and only 50% cause symptoms, mainly transanal 
bleeding (10%), constipation (17%), rectal pain (7%), 
and pruritus ani (3%). Rectal carcinoids are known to 
be hormonally inactive; and even when there are 
extensive hepatic liver secondary lesions, carcinoid 
syndrome is absent. 19 In addition to the more typical 
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carcinoid markers (e g neurospecific enolase, 
chromogranm), rectal carcinoids are associated with 
an elevated prostatic add phosphatase level in 80% of 
patients and elevated cardnoembryonic antigen (EC A) 
level in 25%. Rectal carcinoids therefore should be kept 
in mind in the differential diagnosis of prostatic cancer 
and various gastrointestinal adenocarcinomas. 20 
Simultaneous adenocardnomas of the gastrointestinal 
tract or internal female genitalia are found, in 
conjunction with 7% to 9% of cardnoid tumors of the 
rectum. Surgical local exdsion may be adequate for 
tumors of 1 to 2 cm, whereas for laiger cardnoids with 
invasion radial resection should be performed In 
addition to the risk of lymphnode involvement, invasion 
of the muscularis propria, mitotic acti vity, the mucosal 
ulceration have been proposed as criteria when choosing 
definitive treatment. The presence of rectal bleeding 
seems to be a valuable clinical sign, indicating a more 
malignant potential of rectal carcinoids, as tumors 
behaving as “benign” lesions are usually covered by 
intact mucosa, whereas “malignant cardnoids” often 
present the ulcerations at thdr surface. As a general 
recommendation, rectal carcinoids > 1 cm should be 
removed by local exdsion. For those with a diameter 
ranging between 1 and 2 cm, a surgical transmural 
resection should be achieved to have a proper 
histopathologic examination. Muscular invasion should 
be considered as an additional criterion when dedding 
whether to undertake further treatment. For tumors > 
2cms and those infiltrating the muscularis propria the 
rectum should be removed, provided there is no evidence 
of distant metastasis at the time of operation. In case 
of disseminated disease, only local measures should be 
applied to palliate local symptoms, such as bleeding or 
obstruction. 
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Bhat A Salam M.D.. D M.; Bhat F A M.D.; N aikoo B A, M D ; Prabakar S. M.D., D M.. M.N.M S. 

Absnoct Therole of MLF ,n the production of eye Movements has received extensive study since the din,cal 
syndrome of 1N° was firs, recogrused ,n ,he la,e I9,h cenatry. Bilateral 1NO in a young adult ,s virtually d.agnost.c 
of MS ,n West and ,s rarely associated with bra.nstem ,n/arct,on. We describe a patient with b, lateral INO with 
eclampsia. To our knowledge this is the first report in which edampsta presents as bilateral INO. 

Key Words: Intemuclear ophthalmoplegia GKO). Eclampsia. Multiple sclerosis (MS). Med,.a! Long,,ud,an! 
Fasciculus (MLF) * 
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Case Report 

A 30 year old female developed headache, vomiting, 
fever, generalized tome clonic seizures (30 fits) and 
subsequent unconsciousness and was admitted in the 
Department of Neurology of Postgraduate Institute of 
Medical Education & research Center, Chandigrah 



(India), in September 1993. Examination revealed 
unconscious patient, pulse of 140/min reg, B P 160/ 
100 mm hg, fundal height 32+2 weeks. Neurological 
examination revealed pupils 3 4mm (Rt) and 1.5 mm 
(Lt). 

Patient had bilateral INO with impaired adduction 
of both eyes but preserved abduction and abducting 
nystagmus Upward and downward gaze and 
convergence were normal, both pupils were constncted 


but reacting normally, other cranial nerves were nonnal 
Deep tendon reflexes were normally present with up- 
going planters 


Investigations revealed Hb 10gms%. TLC 15000. 
Platelets 1.5 lac. urea 140, mg/dl. Creatinine 6 3 mg/ 
dl. Na 150. meq/k 7 0 meq/dl, sugar (N), EK.G and 



CXR were normal. CT scan head was nonnal 

INO is charactenzed by an inter ocular disconjugacy 
dunng versional eye movements with a weakness of 
movements of adducting eye and both saccadic 
overshoot and nystagmus with abducting eye Unilateral 
INO is due to interruption of ipsilateral MLF after fibres 
have crossed from their inter neurons of contralateral 
abducens nucleus projecting to the ipsilateral medial 


rectus subnucleus in the midbrain or upper pons. 
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Although several hypotheses have been proposed, the 
basic mechanism has not been definitely explained 
Dissociated nystagmus in INO has been related to a 
deficient inhibitory control of medial rectus in 
abduction Alternatively it is suggested that dissociated 
nystagmus occurs as a result in interruption of 
excitatory inputs derived in the MLF from the 
oculomotor nucleus to contralateral abducens nudes 
Strond et al (1973), proposed that the nystagmus in 
abduction would result from an overactive convergence 
movement in version. Finally in the line of an adaptive 
mechanism overshoot and abduction nystagmus would 
reflect an increase in innervation to both adducting and 
abducting eyes to compensate for the weakness of 
adduction, seems to be most attractive, that may account 
for both hypermetria and abduction nystagmus 1 . 
Bilateral INO is usually due to brainstem glioma in 
children and M S in adults. Brainstem stroke 2 . 

Opsoclonus Myoclonus Syndrome 


Vasculitis 3 , tumours, meningitis, encephalitis, 
chemotherapy with radiation therapy, drugs 
(anticonvulsants, phenothiazines, lidocaine 4 , lithium) 5 . 
Fabry’s disease (Vascular). Wemick’s encephalopathy, 
progressive supemuclear palsy, syringobulbia with a 
chain malformation, trauma 6 are other causes 
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Abstract : Opsoclonus myoclonus syndrome is a rare neurologic symptom complex secondary»to an underlying 
malignancy like neuroblastoma. Ca. lung, Ca. Thyroid or Ca. Breast as a part of meningitis or encephalitis or 
rarely due to intoxications with organo phosphorus compounds. We present this rare neurologic dysfunction in a 
six year old child secondary to gastroenteritis possibly of viral etiology \ 


Keywords : opsoclonus, -myoclonus, - gastroenteritis. 
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Case Report 

A M. - A six year old boy presented with high grade 
continuous fever and loose motions of three days 
duration followed by development of choatic abnormal 
movements of both eyes and all four limbs. 

Clinical examination revealed ill looking febrile child 
with pulse of 102/mt, BP of 80/60 mmHg. Irregular 
jerky movements were present in both eyes and all limbs 
unabling the child to sit, stand or walk, rest of 
neurologic examination being normal. 


Investigations revealed Hb I 2 8gm%. TLC 
7.7mm. 3 , DLC; P 76. L 23, M07, ESR 12mm/h, 
Platelets 1.78 lacs and normal PBF Urea 55mg% 
creatinine 1.2mg%, Surgar(R) 123. OT/PT 39/30IU. 
ALP 318IU, Total Proteins 6 9gm%, Albumin 4 lgm%, 
LDH 89IU; and Ca of * '*gm%. Unne examination 
revealed albumin = haziness. Sugan= nil PC 30-40/ 
HPF Stool examination showed 8-10 pus cells Unne 
grew E. Coli. sensitive to Amikacin and NFT While 
Stool & Blood culture were stenle USG abdomen was 
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normal as were CT head and chest. Micturating cysto 
urethrogram revealed reflux (Grade III). CSF 
examination was normal and CSF culture was sterile, 
TORCH serology was negative with abnormal EEG 
showing generalised mild slowing with bursts of 
periodic spike wave discharges suggestive of 
generalised seizure activity. 

During hospital stay patient was put on Anitpyretic, 
ORS, Anti-convulsants. Patient* was given course of 
Inj Amikacirv250mg l/m b/d for a period of one week 
In two weeks period patients fever subsided and there 
was marked improvement in abnormal movements of 
eyes and limbs 

Discussion 

Opsoclonus myoclonus syndrome is a very rare 
neurological dysfunction seen in patient suffering from 
viral encephalitis, meningitis' or having underlying 
malignancy like neuroblastoma, Ca. lungca. Thyroid 
or Ca. Breast 2 5 . It is also reported as a neurological 
manifestation of intoxication with Amitryptiline, 
thalium. haloperidol, toluene and various 
organophosphorus compounds . 6 

Our patient presented with fever, loose motions 
followed by development of choatic jerky involuntary 
movements of eyes and limbs. Patient was screened 
for any underlying malignancy, normal CSF 
examination excluded meningitis and there was no 
history suggestive of intoxication Patient developed 
Opsoclonus Myoclonus syndrome after gastroenteritis 
As stool cultures were negative for growith of organism 
it was alluded to be of possible viral etiology. 

In addition, patient also had UTI secondary to reflux 
nephropathy and urine grew E Coli which was sensitive 
to Amikacin and NFT Patient received a course of 
Amakacin He had abnormal urine examination in past 
as well Subsequently, patient was referred to Urology 
department for further management of reflux 
nephropathy Patient received supportive treatment in 
the form of ORS antipyretics Patient was treated with 


anti -con vul sant's for abnormal EEG suggestive of gen¬ 
eralised epliptiform activity possibly myoclonic 
We highlight Opsoclonus Myoclonus syndrome as 
a rare neurological manfestation especially developing 
secondary to gastroententis possibly caused by virus 
Patient had Urinary tract as other source of infection 
but E. Coli was not cultured from blood or CSF nor 
was CSF conclusive for infection which makes it 
unlikely to be cause of neurologic dysfunction in our 
patient 

This dysfunction has benign course and settles of 
its own in majority of patients especially of viral 
etiology It is postulated that CSF of such patients have 
low serotimne levels alongwith marginal decrement in 
levels of 5HIAA At present, irrespective of etiology, 
these patients are put on steroids and anti epileptic drugs 
Recent trends are focussed on use of 5HT. 1/V 
gammaglobulin and serotinina as cornerstone of 
therapy’ “ 
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IMAGING TODAY 


Neuro radiology of AIDS 



AIDS is one of the most common form of acquired 
immunosuppressed state. Worldwide approximately 5 


Table 

Neuropathological Spectrum of AIDS 


million people are infected with AIDS virus 
Neurological manifestations occur in 50-60% of AIDS 
patients during the course of illness. 10% of AIDS 
patients present with neurologic mainfestations of the 
disease 1 

AIDS can present with a wide vanety of neurologic 
manifestations as summarised in Table I. Table II 
highlights the incidence of seven most common CNS 
diseases in AIDS patients 2 . 

The major imaging modalities used in these patients 
are CT and MRI. The imaging findings of this vast 
spectrum of neurologic manifestation have considerable 
overlap Although imaging narrows down the 
differential diagnosis, only biopsy can establish 
accurate histopathological diagnosis. 


Adult AIDS: 

1. Due to direct effect of HIV 

- AIDS-dementia complex 

- HIV encephalitis leukoencephalopathy 

- Vatcuolar myelopathy 

- Myopathy 

2. Due to opportunisitc infection 

- Parasites-Toxoplasmosis 

- Mycobactenum-M avium. M intracellular 

- Fungi-Aspergill a. Candida, Cryptococcus 

- Spirochete-Treponema pallidum 

- Viral-CMV, Herpes simplex. Varicella 
Zoster, Progressive multifocal 
leucocncephalopathy (PML) 


AIDS Dementia Complex 

It is the most common neurological manifestation 
of AIDS Neuropathological changes are consistent 
with viral excephalitis. Patients present with subcortical 
dementia. Paraparesis is a common finding due to 
associated cord involvement. Seizures occur in 10%. 

Both CT and MRI are relatively insensitive in 
detecting primary changes of HIV encephalitis 
Microglial nodules which are considered to be the 
hallmark of HIV encephalitis are not visualised by CT 
or MRI. Only secondary changes like demyelmation 
and gliosis can be seen on CT and MRI. Clinical 
syndrome usually manifests before MR findings 
become evident Hence MRI cannot be used to predict 
tiie patients in whom AIDS will progress to AIDS 
dementia complex 

SPECT has recently been used and has been found 
to be very useful'. 


3 Neoplasms 

- Lymphoma 

- Kaposi’s sarcoma 

4. Vascular abnormalities 

- Non inflammatory vasulopathy 

- Granulomatous angitis 

5 Spinal cord and peripheral nervous system 
involvement. 

Pediatric AIDS: 

Basal ganglia calcification 

- Atrophy 

- Corticospinal tract degeneration 

- Microcephaly 

Source: RCNA 1992. 
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Table II 

CNS disease in 30 autopsied AIDS patients: 


mass lesions in CNS among AIDS patients*. It presents 
as ring enhancing mass with central hypodenstiy (CT)/ 
T1 hypointensity (MRI) or ?s solid enhancing mass 
with variable penpheral edema Basal ganglia is most 
commonly involved followed by grey-white junction 
of cerebral hemispheres. 

Mycobacterial Infections 

The incidence of T.B has increased in the recent 
years mainly due to its association with AIDS. 
Tubercular bacilli can be isolated from CSF of only 
10% of HIV patients with TB\ The spectrum of 
pathological changes in CNS include tuberculomas, 
meningitis, cerebntis and tubercular abscess MRI is 
the most sensitive method to evaluate parenchymal 
involvement of CNS. Imaging spectrum in the 
decreasing order of frequency include hydrocephalus 
(51%) meningeal enhancement (48%), parenchymal 
lesion (37%) and vascular complications (23%). 5 

Fungal Infections 

Cryptococcoses is the most common mycosis It 
produces meningitis, meningoencephalitis, 
hydrocephalus and parenchymal crytococcomas 

Viral Infections 

CMV is the commonest viral infection and 30% of 
AIDS patients have CMV meningoencephalitis. It 
causes microglial nodules, focal parenchymal necrosis 
and necrotizing vcntnculoencephalitis 

Herpes simplex vims causes necrosis of the limbic 
system Because early detection is important to institute 
acyclovir therapy, MRI is the investigation of choice 
in HSV encephalitis Hypointensity involving the 
system with swollen temporal lobes on T, W ( becoming 
hyperintense on T 3 Wj especially when bilateral, is 
pathogonomic of herpes encephalitis. 

Progressive Multifocal Leukoencephalo-Pathy 
(PML) 

PML occurs in 2-3 8% of AIDS patients 6 Etiological 
agent is JC papova vims MRI shows asymmetrical 
subcortical and deep white matter areas of increased 
T, single There is prediction for paneto-occipital 
mvolment in patient with AIDS 


AIDS dementia complex 
Toxoplasmosis 
CMV 
Lymphoma 
Mycobacterium 
C ryptococcoses 
PML 

Source Neurology 
Lymphoma 

Primary CNS lymphoma occurs in 6 4% of AIDS 
patients and occurs at a relatively younger age group 
In decreasing order of frequency, lymphoma involves 
cerebrum, brainstem and cerebellum. It tends to exhibit 
necrosis and is multicentnc in these patients It usually 
extends to ventricles and subarachnoid space Hence 
CSF cytology is a useful clue Secondary spread of 
systemic lympoma to CNS is also more common in 
AIDS patients 

Cerebral Vascular Disorders 

These include cerebral infarction and transient 
neurologic deficits and may be the initial presentation 
of AIDS. Infaracts occur at a younger age (30-40 
years ) These often signify treatable CNS infections in 
AIDS patients 

Spinal Cord Involvement 

Vaicuolar myelopathy is seen in 22-3 I % of patients 
with CNS involvement and 55% of these show HIV 
meningo-encephalitis Progressive thoracic myelopathy 
can also be due to HSV. infection, epidural 
lymphomatous masses or vertebral collapse due to 
lymphoma and infective spondylitis. Spinal tuberculosis 
can present as arachnoiditis or rarely as cord 
tuberculomas 

I Am tlunLlul M* S«hn* Mohi-uJ-Oin 
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CLINICAL images 


SjSOOfXOjojAgj S.3ADJ0 MUM auuoipuAs sjauiru 
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A 22 year old female was admitted in Endocrinology ward 
with problems of short stature, primary amenorrhea and 
palpitation. Examination revoalod young female with pulse 
of 120 per minute and B P. 130/65 mmHg Her height was 
135 cm (expected 160 ems) and weight was 22 kgs (expected 
32 kgs ) She had webed neck, bilateral proptoas (infiltrative 
ophthalmopathy) and a diffuse thyromegaly. Her hands 
showed fine.tromer and were warm and moist. She had no 
breast development. Investigations revoalod normal blood 
count, urine examination, x-ray chest and ECG. Buccal smear 
revealed barr bodies of 10%. Hormonal investigations 
revealed scrum T3 of 3.25 ng/mJ (normal 0.7-2.5 ng/ml), T4 
of > 20ug/dl (normal 5.5-13.5 ug/dl) and TSH in the 
undetectable range. Her LH and FSH were 42.3 IU/L and 
56.7 IU/L respectively (normal 5-20 IU/L). 


From 

4.//. /argar (DM ) 

Head. Dcparwmsit ol Rndrocrmologv 
SKIMS. Sours. Srinagar 


28 year, inale. farmor presented with segemental anesthesia 
of dissociated type over cape distribution with subsequent 
trophic changes of hands. This was followed by difficulty in 
walking over a period of 6 years. There was no H/O Trauma. 
Dysphagia/Dysarlhna; diplopia Examination revealed:- 
• Short Meek. Dorsal scoliosis. CNS: Suspended 
anesthesia-C2-D9. (Loss of pain and temp., with 
preservation of touch).. Nystagmus on Lateral gaze 


Wasting with loss of reflexes. 
Spasticity, brisk reflexes with up going 
planters. 

Cervicodorsal spine-Diagnostic. 

(Fig II) 


Upper limbs 
Lower limbs 


From 

/>/»/ Mohd Yousuf 
Head Depaterment of Medicine. 
GMC. Srinagar 

kuusor Yousuf A /eenat Yousuf 
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Study on Knowledge attitude and practice of 
family Planning in Pregnant women in 
Kfazratbal block Kashmir 

The impact of Family Planning on health is linked 
to change in reproductive performance and influence 
the health of individual over a penod of time Repeated 
pregnancies which occur under poor environmental 
conditions undoubtedly leads to maternal exhaustion 
and increases the incidence of small babies. 1 The close 
relation between pregnancy and health status on the 
side and impact of family planning on mother makes it 
necessary to. know the present health status and 
practices of family planning It is known that education 
of both husband and wife has influence on number of 
children Limitation of pregnancies lowers perinatal 
mortality and morbidity. 2 

Material and Methods: 

The study was undertaken in Hazratbal block 
situated at a distance of 12 kms from Medical College, 
Snnagar having a population of 65, 162. The study 
involved II villages, i e, 10% sample out of 110 
villages, comprising 1062 families with the population 
of 8438, 445 pregnant women were studied from 
Match, 1 ^82. to February, 1983. The pregnant women 
irrespective of penod of their gestation were studied 
and those in third tnmester were followed upto the 
postnatal penod 

These women were assessed regarding their 
knowledge attitude and practice of family plann ing. 

Past Obstetric History, place of Past Deliveries 

PREGNANT CASES 

Pl*c* of Delivery Number Percentage 

Hospital/Health centre 94 23.68 

Home _303_ 76.32 _ 

Total 397 100.00 

Distribution of Case followed in Postnatal Period 


Particulars 

A) Place of delivery 

i. Home: 

a) Doctor (health centre) 

b) L HV 

c) Trained Dai/ANM 

d) Untrained Dai 

e) Indigenous Dai 

ii. Hospital (refTered) 

Total 


No. of Cases %age 


Particulars _ 

B) Typo of dehvory 

i. Normal 

ii. Caesarean 
lii. Forceps. 

Total 


No. ef Cases °/o age 


100.00 


100.00 


Family Planning Knowledge was found in 64.9% 
40% had knowledge from fnends and relatives and 
neighbours Radio had least impact on these cases In 
our country because of joint family system the women 
discuss usually their personal problems amongst each 
other. 33.6% had received their knowledge from 
Medical Agencies It is an encouraging sign because 
of the fact that health for all has to be achieved by 
2000 A.D. The Medical Agencies will have to work 
harder to achieve their targets well in time. Due to 
illiteracy none of the respondants had received Family 
Planning information from news papers Literacy level 
showed definite correlation with family planing 
knowledge 87% literate women were aware of Family 
Planning knowledge 65.9% 0 f this category had 
positive attitude towards family planning but 
only28 2% among them were practicing Most effective 
methods in knowledge and practice was Nirodh. the 
reason being freely available, next known method to 
woman was loop and tubectomy, Hiere were 46% who 
know more than one method of family planning Out 
of 64.9% who had knowledge about family planning 
7 3% were having negative attitude towards family 
planning and 17.6% were indifferent about family 
planning It was interesting to note that nobody gave 
the reason of adopting family planning for up bringing 
and health of child, which shows women need education 
about family welfare programme We can only have 
better care of children when we check the rising rate of 
population by effective family welfare programme 

Khahda Hakim. M.D.; Shamim Naik. M.D.; MuzafTar Ahmad. 
M.D.: A Rauf M . G.Dhar. M D 

Correspondence : Dr. Kbalida Hakim, department of Obs*. & 
Gynae SKIMS 
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Ascites : An Occupational Hazard 


Arsad Kar cic, MD. Faroque Khan, MB, MACP _ 

Case Presentation 

The patient was a 66-year-old man, a retired 
telephone company worker (installed phones), 
nonsmoker without any significant past medical history, 
who gradually developed abdominal distention. A 
company gastrointestinal workup was done, which was 
negative Abdominal CT-scan showed small bowel 
distention and ascites, as well as an indeterminate, nght 
upper-quadrant mass. Patient*s ascitic fluid was tapped 
and a cytological diagnosis of adenocarcinoma of 
unknown origin was made The patient was started on 
combination chemotherapy of 5FU+ leucovonn and, 
consequently, was doing reasonably well. 

Three months later the patient was admitted for 
vomiting, dehydration and anorexia of one-week 
duration. The abdomen was very distended with 
multiple palpable masses. Chest x-ray showed elevated 
hemidiaphragms with normal lung parenchyma. CT of 
abdomen and pelvis revealed diffuse ascites, penhepatic 
infiltration and associated compression, and 
displacement of bowel loops. Patient was rehydrated 
and discharged home Five days later he was readmitted 
with respiratory failure, septic shock and ascites 
Despite being ventilated and treated with fluids and 
antioiotics, the patient expired after 12 hours. 

On autopsy the pleura and lungs were unremarkable. 
The peritoneal cavity contained about 1,200 cc of asctic 
fluid. There was a massive, coarsely nodular tumor 
fusing the peritioneal organs together and forming a 
huge “tumorcake” None of the organs were moveable. 
There were numerous seeding-like deposits on the 
diaphragm and intestinal serosa, with gross metastases 
to the abdominal and peri-esophageal lymph nodes On 
section, there was no invasion of the internal organs or 
intestinal mucosa. Microscopically, the tumor cells 


showed predominantly tubular and papillary patterns, 
with focal solid clumps of polyhedral cells within sparse 
fibrous stroma Tumor nuclei were pleomorphic Based 
on these findings, the diagnosis of diffuse pentoneal 
mesothelioma was made. 

Introduction 

Pritoneal malignant mesothelioma is the rare 
counterpart of the well-desen bed pleural mesothelioma. 
This tumor has an annual incidence of one per million, 
being more prevalent in countries with a higher use of 
asbestos (Europe, Canada) Thirty to forty-five percent 
have associated pleural mesothelioma Three different 
groups of mesothelioma are recognized the classic, 
asbestos related, malignant mesothelioma of adults, 
typically occurring in the pleural cavity and less 
frequently affecting the peritoneum, a multicystic 
mesothelioma affecting the pelvic peritoneum of 
younger women usually associated with a better 
prognosis, and mesotheliomas in children which are of 
unkown etiology and have unpredictable biologic 
behavior 

Etiology 

The genesis of mesotheliomas has been closely 
linked to asbestos exposure Selikoff reported 8 percent 
of 17,800 asbestos insulation workers in the USA and 
Canada, followed from 1967-1076, died from malignant 
mesothelioma A dose-response relationship exists, the 
dose being variable. In another study involving 168 
patients with mesothelioma in the United Kingdom and 
South Afnca, one-third of cases were associated with 
occupational exposure intensive enough to cause 
asbestosis or lung cancer; one-third were only indirectly 
asbestos related by trivial contact at home or work 
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A recent study conducted by the National Cancer 
Institute' reports that in the US, among men with 
malignant mesothelioma ofpentoneum, the attributable 
nsk (AR) for exposure to asbestos was 58% (88% for 
pleural mesothelioma). For women, both sites 
combined, the AR was 23% Construction workers, 
plumbers, welders, and electricians are all exposed and 
are at higher nsk for developing this tumor. 

Other agents like nickel, zeolite fibers, beryllium, 
and silica dust have also been implicated in the etiology 
of mesothelioma It appears that abdominal hernias are 
the second most important nsk factor for malignant 
mesothelioma, with inguinal hernia as the leading agent 
Finally, in a large proportion of cases the etiology of 
the malignant mesothelioma is not known So far, there 
have not been any specific mesothelioma inducing 
chromosomal aberration descnbed. 

Pathogenesis 

Both pleural and pentoneal mesotheliomas are 
related to asbestos exposure. Inhaled asbestos fibers 
are transported from the lung in lymphatics to the 
abdomen, and then transported across the mucosa of 
the gut after ingetion. Chrysolite accounts for 90% of 
commercial asbestos, however, pentoneal mesothelioma 
is seen only in individuals exposed to amphibole 
asbestos This can be explained by the fact that cancer 
development is apparently related not to chemical 
compostion but to physical properties like fiber size 
Malignant potential of an asbestos fiber is directly 
proportional to its size-the larger the asbestos fiber, 
the large its potential for angiogenesis that can later on 
result in tumor formation 

Hernias are another risk factor for developing 
malignan mesothelioma-’ of the pentoneum, and are 
frequently accompanying this malignancy It appears 
that the chronic irntation of the visceral and/or panctal 
pentoneum. associated with the existence of a hernial 
sac. causes in time a malignant transformation of the 
involved pentoneum One should also bear in mind that 
hernias are not only the cause but also may be the 
consequence of pentoneal mesothelioma, when they 
anse secondary to the ascites-induced increase in intra- 
abdominal pressure. 


Clinical Picture 

The clinical presentation of pentoneal mesothelioma 
is fairly non-specific.* The disease is most commit in 
males over the age of 40 presenting with signs and 
symptoms of neoplastic disease (anorexia, weight loss) 
together with abdominal pain and ascites with or 
without a palpable abdominal mass In the majority of 
patients, ascites of sudden or gradual, onset is the first 
and most common presenting sign It recurs after 
paracentesis and, in extreme cases, the accumulated 
fluid can cause pain by stretching the abdominal wj.ll 
or can cause respiratory distress by elevating the 
diaphragm Tumor infiltration causes pain as well 
Change of bowel habit is a common complaint 
Frequently, in cases related to asbestos exposure, the 
lungs are also involved with thirty to forty-five percent 
of cases having associated pleural mesothelioma 
Hernias, most notably inguinal, can sometimes be found 
on exam, and they can be both the cause and the 
consequence of the tumor. 

Thrombocytosis is not an uncommon findings, and 
neither is leucocytosis and fever. There have been 
several reports mentioning pentoneal mesothelioma as 
die cause of fever of unknown ongin Occasionally, 
acute abdomen-like presentation may occur The tumor 
spreads locally and slowly invades regional lymph 
nodes, although there have been reports of very early 
invasive metastatic cases 

Diagnosis 

Diagnosing pentoneal mesothelioma, whether 
clinically, morphologically or tissue-based, is extremely 
diffcult. the main problem being differentiating between 
pnmary pentoneal mesothelioma and secondanes, most 
notably adenocarcinomas. Chest x-ray films of the lungs 
are useful if diere is suspicion of asbestos exposure 
The presence of pleural plaques or asbestos bodies in 
the lung or a positive history of asbestos exposure in 
someone presenting, with progresive abdominal 
distention ana discomfort certainly helps in pinpointing 
the diagnosis, but such history or findings are usually 
not present 

Parenchymal interstitial fibrosis of the lung and 
pleural fibrosis were found'in 12.5% and 27% of cases 
of peritoneal mesotheliomas, respectively. In most 
instances, bodi changes are present 


323 


Vol 4 No.4, October-December 1797 


Ultrasound and CT are useful to assess changes in 
the peritoneal cavity. The most frequent imaging 
features of malignant mesothelioma are peritoneal 
masses, ascites, small peritoneal nodules, parietal 
peritoneal thickening and thickened mesentery, the 
findings being listed in decreasing order of frequency. 

In the majority of the cases, the initial suggestion of 
a pentioneal mesothelioma is found on the cytological 
exam of the ascitic fluid, but the findings are frequently 
relatively nonspecific, and false-posit've and false¬ 
negative results are possible. 

Cytogenetic analysis of pentioneal fluid may be a 
useful and reliable adjunct to cytology in the diagnosis 
of malignant mesothelioma Clonal cytogenetic 
aberrations reported in association with mesothelioma 
include del (lp). del (3p), and del (22q). A further step 
toward diagnosing the tumor is laparoscopy with 
pentioneal biopsy. 

In addition to diagnosing peritoneal mesothelioma, 
laparoscopy is useful for abdominal staging of pleural 
mesothelioma and for follow-up of peritoneal 
mesothelioma during treatment. During laparoscopy. 

:t is possible to take multiple biopsies of the parietal 
peritoneum, omentum and visceral serosa 
Laparoscopic findings of mesothelioma are 
indistinguishablefonn metastatic peritoneal neoplasms 
However, the presence of homogenous spreading of 
nodules, plaques, or fleshy masses on both visceral and 
paneial peritoneum; the absence of other neoplasms 
and the possible presence of nodules or plaques on 
Gilsson s capsule without any parenchymal liver 
involvement, makes peritoneal mesothelioma a likely 
diagnosis. Even histology of the biopsy material is 
sometimes unsuccessful in determining whether this is 
the case of a primary or secondary peritoneal tumor 
The diagnosis is “probable” but not “definitive,” at best. 

Microscopically malignant mesothelioma consists 
of a mixture of three histologic types; and epithelial 
type that may resemble metastatic disease, a 
mesenchymal type, and a mixed type Histochenucal 
techniques allow staining acid mucopolysacchande with 
alcian blue or colloidal iron, and allow detection of 
epithelial tissue The staining can be removed with 
hyaluromdase. This is a helpful technique to 
differentiate mesothelioma from adenocarcinoma 
Recently, elect ronnucroscopy and the use of monoclonal 
antibodies (immunohistochemistry) have made the 
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diagnosis more certain, but not definitive The dual 
negativity of CEA and leu Ml associated with thick 
“hairy” brush border with EMA staining suggests 
malignant epithelial mesothelioma 

Adenocarcinomas are suggested by dual CEA and 
leu M1 positivity and thin, smooth border staining with 
EMA In a spindle-cell neoplasm, the coexpression of 
vimentin and keratin-positive cells.mfilterating 
underlying tissue suggests malignant desmoplastic 
mesothelioma. A number of other discriminating 
antibodies is used, as well. 

Therapy ami Survival 

After obtaining a histologic diagnosis and 
document ingtlie extent of tumor spread, and after ruling 
out intestinal obstruction, the patient should undergo 
two or three courses of induction intraperitoneal 
chemotherapy which, if the tumor responds, minimizes 
tumor accumulation on bowel surfaces Numerous 
antineoplastic drugs and drug combinations have been 
used, but none of them has. so far. shown to be life- 
prolonging 

Surgery is aimed at achieving complete or near- 
complete tumor reduction through the use of 
peritoneotomy procedures It is attempted at about two 
months after completing induction chemotherapy if the 
patient responded or has stable disease 

Prognosis in someone having peritoneal 
mesothelioma is grave The treatment modalities 
available today do not significantly prolong life, and 
the responses to treatment is poor the median survival 
after appearance of the symptoms is less than 18 
months, and after the diagnosis 8 2 months, although 
there have been reports of sporadic long-term survivors 
One patient lived long enough (113 years) to require 
over 200 palliative paracenteses ’ 

Currently, new diagnostic and treatment modalities 
are being developed for pentoneal mesothelioma Now. 
more specific and sensitive monoclonal antibodies are 
available to differentiate between primary and 
secondary tumors of the peritoneum Several clinical 
trials employing new anticancer drugs are underway 
Introduction of the HSV thymidine kinase gene into 
tumor cells renders them sensitive to the anti-viral 
Ganciclovir. In SC1D mice, it has been effective m 
treating established malignant mesothelioma It is to 
be hoped that some of the new treatments will 
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meaningfully prolong life in patients with malignant 
peritoneal mesothelioma. In summary, this case 
highlights the foilwing: 

1 Obtaining a detailed occupational history can, in 
many instances, provide important clues to the 
etiology of vanous diseases 

2 Pentoneal mesothelioma is the only known primary 
tumor of the peritoneum 

3 Lasparoscopic examination is helpful in 
differentiating this rare tumor from the more 
common pent on ea I metastases 

4 Although the overall prognosis is poor, there have 
been rare instances of long-term survivors 
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Some Aspects of Treating Cholera in Temperate Climatic Zones 


Pav el D Kintchenko _ 

Not taking into account that the basic principles of 
treating cholera had been worked out in the I960', the 
disease is still considered dangerous and still is the cause 
of many deaths. Most of the recommendations referred 
to treatment of cholera had been elaborated for a the 
tropical countries. 12 3 However, the adaptation 
mechanisms of the people living in these countries 
somewhat differs from those living in temperate climatic 
zones. The leading importance in treating of cholera 
undoubtedly belongs to providing adequate rehydration, 
restoring the water-electrolyte balance Etiotropic 
therapy is not (life-saving). However, there are 
numerous evidences showing that antibacterial therapy 
of cholera decreases the duration of diarrhoea, 
requirements for fluid replacement and the period of 
Vibrio excretion. In the same time, the antibiotic- 
resistant VCholerae has been documented in South 
Amenca and in other continents 4 

In this study we discuss some aspects of intravenous 
rehydration and etiotropic of cholera 

Material and Methods 

We had under our observation 290 patients from 
the age groups 15 to 102 years, who had been treated 
in the Nicolaev cholera hospital (Ukraine) (1994-95) 
and had received intravenous rehydration. In all cases 
clinical and epidemiological as well as laboratory 
investigations allowed us to confirm the diagnosis 
cholera El-Tor, caused by serovar Ogava 

For the assessment of the gravity of the disease, the 
level of dehydration was the criterion The attack was 
considered mild when there were no symptoms of 
dehydration or when the loss of body weight was around 
3%, if the loss was 4-6% then the attack was considered 
moderate and if above 7% then sereve 

In tins way moderate form of cholera was diagnosed 


in 100 patients (34.5%) severe-in I 90 (65.5%) 
Amongst the people observed there were 166 men 
(57 2%) and 124 (42 8%) women. 

Clinical efficacy of 5 antibacterial agents 
(tetracycline, chloramphenicol, erythromycin, 
doxycycline and intetnx) was estimated Tetracycline 
and doxycycline werepresenbed according to the WHO 
recommendation, 2 erythromycin and chloramphenicol- 
due to the positive laboratory results concerning the 
sensitivity of V cholera* to them, intetnx-because of 
the good results of its effect for cholera which was 
obtained by some French researches in 1974 5 groups 
were formed on the dependence on the kind of 
antimicrobial preparation that was given Each of the 
5 groups contained 58 patients. Tetracycline and 
chloramphenicol were administered at 2 0 g. 
erythromycin -1.2 g, intetnx- 8 capsules per day. 
doxycycline-200 mg as a single dose for the first day 
of treatment, then at 100 mg as a single dose per day. 
The course of etiotropic therapy continued for 5 days 
All the patients were administered only by mono 
etiotropic therapy, additional antimicrobial agents did 
not apply. All antibiotics were given only in oral forms 
The main mass of patients (90 7%) were 
hospitalized on the first day of consultation, but only 
26 1 % of the patients consulted the doctors on the first 
day of illness, the other-on the 2-3 day and later 

The clinical and laboratory tests in the Nicolaev 
hospital were earned out in accordance with the usual 
norms. The level of homeostasis disturbances in the 
patients with cholera were evaluated in accordance with 
the following signs general blood test and the leucocyte 
formula, analysis of the urinary sediment, specific 
weight of plasma, haematoent* of the venous blood, 
plasma concentration of Na*. K\ Cl' and Ca**. blood 
protein, creatinine, the concentration of Na + and k* in 
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the erythrocytes, the acid-base balance 
Results and Discussion 

The intravenous rehydration was earned out in two 
steps 

1) Pnmary rchydration, winch fulfilled the watler and 
electrolyte loss of the patient till the time of 
hospitalization 

2) Maintenance rchydration, which fulfilled ongoing 
water and electrolyte losses taking place after 
pnmary rehydration 

Pnmary rehydration in all patients was earned out 
by administration of intravenous salt solutions. The 
correction of the ongoing loss continued in the patients 
with severe form of cholera was also done 
intravenously. In moderate cases of cholera the choice 
of the second step not only depended on the level of 
dehydration but also taking into consideration the age, 
concomitant diseases, functional condition of the 
kidneys etc 

For the first step of rehydration the solutions which 
were used were Phillips Nol and Quaitasol The 1 litre 
of the latter contains 4 75g of sodium chloride. 1 5g of 
potassium chloride. 2 6g of sodium acetate and Ig of 
sodium bicarbonate Before administration the solutions 
are heated to 30-40°C. The rate of intravenous infusion 
was most intensive in the first half hour of treatment 
and amounted to 100-200 ml per minute 

After the first hour of rehydratiuon there was a 
remarkable improvement in the condition of most of 
the patients cyanosis decreased, pulse and blood 
pressure restored, collapse of cervical veins 
disappeared The positive dynamics of clinical signs 
allowed the lowenng of the rate of infusion to 50 ml 
and later on till 25 ml per minute So. the duration of 
pnmary rehydration as a rule did not exceed 2 hours 
The rate of rehydration and the time of change from 
rapid infusion to drop infusion depened upon the clinical 
symptoms as well as signs of physiological parameters 
of die organism Rapid infusion was stopped when there 
was remarkable improvement in the condition of patient, 
normalization of the pulse, blood pressure and body 
temperature, disappearance of hypovolemia, blood 
concentration, acidosis and pulmonary hypertension 
that is to say after die disappearance of the signs of 
dehvratory ccompensation 


Our observation of the clinical and laboratory signs 
m the patients allowed us to stop the rapid infusion of 
solutions and change to drop infusion at an average 
rate f 60.3+2.4 min. after the start of primary 
rehydration. And besides the pulse and blod pressure 
were normalised after 40.7+4.8 min. of rchydration 
die My temperature-after 31.2±3.6 nun specific weight’ 
of plasma and haematocrite index-after 72.2+6.6 min 
of rehydration. In the group of patients with the severe 
form of cholera the length of rapid infusion of salt 
solution was at an average rate of 1.8+0.45 hours in 
the group with the moderate form the length of primary 
rehydration was at an average of 1 hours After the 
completion of pnmary rehydration among most of the 
patients, specially widi severe form of cholera, there 
was a reappearance of diarrhoea and vomiting or an 
increase in stool volume. These patients needed the 


correction intravenous therapy. 

During the pnmary rehydration amongst the most 
complicated cases we observed pyrogenic reactions of 
different intensity (in 5.7% patients (amongst them 
6 3% with severe and 5.1% widi moderate form of 
cholera)). The clinical representation of the pyrogenic 
reaction was in the form of shivering and rise in body 
temperature dll 37 5-39.0°C. phase change in skin 
colour, specially on die face, arms and legs, which is 
due to disharmony in the shympathetic and 
parasympathetic regulation of the peripheral blood 
vessels Patients were restless, developed tachycardia, 
sudden rise in blood pressure mainly systolic, 
breathlessness. In some of the cases the cramps 
appeared or become more frequent. 

Pyrogenic reactions occuried mostly after die most 
intensive intravenous rehydration and were less frequent 
after 4-5 hours of pnmary rehydration completion They 
were caused by die specific reaction of the patients 
organism or by pyrogenic components in the solution, 
bottles or die transfusion system. In four patients the 
pyrogenic reactions were due to insufficiently heated 
apyrogemc solutions. For the control of the pyrogenic 
reaction the rate of infusion was decreased and the 
administration of prednisolone (30-6mg i v ) or 
Chlorpromzin«<2 5%-2 ml i.v.) was helpful 

After the compensation of die pnmary water-salt 
deficit, the correction of ongoing fluid loss was earned 
out. The amount of fluid to be administered was deeded 
on the basis clinical and laboratory data and in 
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accordance with the fluid loss, which was tested and 
recorded every 4 hours. Along with the fluid infusion 
the patients received ORS, which allowed to decrease 
the volume of necessary intravenous solutions. 

The signs of adequate rehydration were 
disappearance of cramps (mostly after 5 hours of 
treatment), cyanosis (after the first 8 hours). Dryness 
of the mucosa continued for quite sometime (average 
of 9-10 hours after the starting of treatment in patients 
with severe form of the illness). Immediately after the 
primary rehydration the wrinkles on the face 
disappeared and there was a quick disappearance of 
the folds in area of pectoralis major muscle. In spite of 
this in patients (even those of young age) the complete 
recovery of skin turgor was observed only by the end 
of the first and starting of the second day, in patients of 
elderly age only by the end of second-third day of 
treatment. 

Recovery of the renal function was the most obvious 
positive sign and was a proof of the positive outcome 
of the treatment. Basically, the first portion of urine 
appeared early-after 8-10 hours of starting of the 
treatment. The duration of anuria was directly 
proportional to the intensity of the rehydration given 
on the first day. 

The main point of discussion in our times is the 
question of the duration of the infusion and the criterion# 
of its stopping. The early stoppage of infusion brings 
about the danger of secondary dehydration with an 
unclear prognosis, excessively long infusion increases 
the rate of complications. 

We studied the complications due to overdosage of 
fluids. They were caused due to mathematical mistakes, 
repetitive writing of the same volumes of fluid losses 
in the case records and the approximation in the 
measurement of stool volume and amount of vomit. 
There were mistakes due to objective causes (incomplete 
method of determining the fluid loss). Thus, it was 
difficult to evaluate the fluid losses due to perspiration, 
breathlessness and water accumulating in the gut lumen. 

Hyperhydration was registered in 9.8% of the 
patients out of which 11.1% had severe form of cholera 
and 8.5% moderate form. The clinical symptoms of 
hyperhydration were headache, dizziness, psychiatric 
disturbances and an increase in the rate of vomiting. 
Subcutaneous oedema occured in 9 patients who had 
accompanying cardio-vascular insufficiency. An 


increase in volume of intravascular fluid caused the 
rise of blood pressure, slowing of pulse and swelling 
of the subcutaneous cervical veins. In spite of this we 
never observed a severe form of water intoxication. In 
most of the cases the plasma volume did not exceed 50 
ml/kg. 

On the appearance of symptoms of hyperhydration 
we carried out stimulation of diuresis (if the renal 
function was normal) with the help of diuretics (mainly 
osmotic). For cellular dehydration intravenous infusion 
of 40% glucose solution (100-200 ml) was carried out. 

The next group of complications due to intravenous 
therapy were phelbitis and thrombophlebitis of the 
superficial and deep line veins (cubital, subclavian and 
jugular). Phlebitis was registered in 1.6% of the 
patients, on which was carried out intravenous therapy 
for a long duration (4-6 days). The main signs of 
phlebitis and thrombophlebitis were local hyperemia, 
oedema and pain along the veins, in some of the cases 
there was a rise in body temperature till 38-39°C and 
increase in local lymphatic glands. 

As thrombophlebitis usually occurred by the end of 
intravenous therapy we change rehydration to oral. 
Apart from this we provided the complex conservative 
therapy, which included: anti-inflammatory drugs, 
ointment, electrophoresis with hepann, anti-thrombosis 
therapy etc 

Intravenous therapy was stopped, if in the last 10- 
12 hours the urine volume exceeded the stool one and 
vomiting did not register. But till the normalization of 
stool patients carried on receiving oral rehydratory 
solutions. 

So, in temperate climatic zones there was a need of 
intravenous rehydraton not only for severe forms of 
cholera. Although this type of rehydration needed 
careful control during its course as it may lead to many 
different complications which may endanger the life of 
the patients. 

The influence of separate antibactenal preparations 
on the clinical course of cholera was evaluated The 
most effective in clinical reference were erythromycin 
and doxycyline. Patients which had been treated by 
those antibiotics had twice as low volume of stool as in 
the other groups. More over, the duration of diarrhoea 
3mongthem shortened by 36 hours in c '.upanson with 
the group treated by tetracycline, chloramphenicol or 
intetrix. Requirement of fluid replacement was 
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decreased by approximately 14 litres in groups which 
had been given doxycycline or erythromycin in 
comparison with the other patients. 

The frequency of bacterial relapses after the course 
of antimicrobial therapy was taken into consideration 
as well. According to this criterion the etiotropic 
preparations in our study were placed in the following 
order: 

I. Chloramphenicol - 30.4% of bacterial repl.ses (mean) 

I !f ,etnx * 30.1% of bacterial relapses (mean) 

3. Tetracycline - 26.5% of bacterial relapses < me an) 

4. Doxycycline - 5 9% of bacterial relapses (mean) 

5. Erythromycin - 3.9% of bacterial relapses (mean) 

One can judge about low efficacy of the first three 

anitmicrobial agents by taking into consideration only 
the mean values mentioned above Thecntical attitude 
to these antibacterial preparations increases much if 
we note that the frequency of bacterial relapses for 
severe cholera were 42.1% under the administration of 
tetracycline and 53.8% when patients were treated by 
intctnx. 

Positive results of erythromycin and doxycycline 
administration for cholera should not relax doctors The 
resistance of V cholerea to antibacterial remedies 
steadily increases at least by clinical data. Thus 
erythromycin was first administered in Nicolaev 
hospital in 1994. In the same year there were no 
bacterial relapses after its course In 1995 the mean 
frequency of discovering of V. cholerae in stool after 
erythromycin course was 3.9% (5.9% for severe 
cholera). 

Repeated courses of antibiotics were more effective 
than primary ones Only 3 patients in 1994 were 
administered by third course of etiotropic therapy for 
complete sanitation (in all cases first course of 
antibiotics was earned out by tetracycline, second-by 
chloramphenicol). In 1995 the effect after repeated 
antibactenal therapy was in 100% Evidently, that was 


caused not only by efficacy of antibiotics, but also by 
thehuman organisms natural process directed towards 
the elimination of the disease-causing organisms. 

Undoubtedly, the most important principle of 
antibacterial therapy is the evaluation of 
microorganism’s sensitivity to etiotropic preparations 
However, the results of the usage of antibiotics in vitro 
and in vivo are not always identical In the first place 
sensitivity of different strains of V. cholerae may vary 
Secondary, it may be the errors of the laboratory tests 
thirdly, bacterial sensitivity to antibi*ot.cs may change 
under the influence of microbes associated That is why 
it is worth while to use clinical experience referring to 
the administration of different antimicrobial agents for 
the given disease in specific climatic and geographic 
zones. Thus in the Nicolaev regional laboratory 
sensitivity of V cholerae to chloramphenicol took place 
among 85% of tested strains Resistance to doxycycline 
was as much as to tetracycline. Clinical data, as 
mentioned above, was in principle discrepancy with 
the laboratory results. 

Efficacy of antibactenal therapy depended on the 
beginning period and on the availability of 
accompanying chronic diseases of gastro-intestinal 
tract On one hand, the earlier the antibactenal therapy 
began, the less bactenal relapses took place. On the 
other hand, a third of the patients with bactenal replases 
had chronic pathology of gastro-intestinal tract 
(gastritix, colitis, pancreatitis, peptic ulcer, cholangitis 
and other). 
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HOSPITALS TODAY 


Achieving Health for All (UFA) by the year 2000 India-Building on the Success 


Dr. Syed Amin Tabish 


India with a pluralistic society has a mixed economy. 
The total expenditure'on health is shared by the 
government and non-govemmental resources. The per 
capita public sector expenditure is rupees 53.6 per, 
capita/iet national product Rupees 663.5, and the per 
capita income rupees 3284 only. The proportion of 
health and family welfare investment to the total plan 
investment-allocation has remained barely 3 .7 percent. 

Population Explosion 

With 2.14 percent rate of population growth India 
supports about 17% of the world’s population on 2.4% 
world land mass. The constant rise in population is 
overshadowing the achievements that the nation has 
made on the economic front. Every year around 17 
million people are added to the populaton which needs 
additional resources for clothing, housing, food, health 
and education. It is the more vulnerable sections of 
society who stand to lose the most in such a situation. 

According to World Development Report (1992) 
Indian will not reach the NRR (Net Reproduction Rate) 
of 1 or the replacement level until the year 2015. this 
means the Indian population will not stabilise below 
1.8 billion, perhaps towards the end of twentieth 
century. 

Containment of population growth through peoples 
active cooperation, universalisation of elementary 
education and complete eradication of illitracy amongst 
those in the age group of 15-35 years, and provision of 
safe drinking water and primary health care facilities 
including immunisation, have an obvious interactive 
interdependence. 

Major Health Problems 

More than 4 million people (one third of world’s 
total patients) suffer from Leprosy, approximately 12 


million people are blind and another 45 million suffer 
from visual impairment, 167 million people are 
estimated to be living in known goiter endemic areas 
and 45 million people suffering from goiter, nearly 1.5 
percent of the total population is estimated to be 
suffering from radiologically active tuberculosis of the 
lungs, and 1.78 million people suffer from malaria the 
incidence of which has considerably increased by 39.44 
percent. 

According to WHO estimates of South East Asia, 
India figures second, next to Thailand, in the number 
of HTV infected persons and also full blown AIDS 
cases. 

Imbalance 

At present, there are 3160 hospitals with 94903 beds 
in rural areas whereas there are 6985 hospital with 
503156 beds in urban areas of India. There are 13667 
dispensaries with 15437 beds in rural areas wheras 
there are 15522 dispensaries with 19172 beds in urban 
areas. The number of primary health centers is 110275. 
Nearly 70% of the hospital beds and approximately 
80% of the physicians are locate in urban areas where 
only 25% of the population live. This unequal 
distribtion of health resources is further in favour of 
metropolitan cities. 

Between 20-25% of the national income is shared 
by the highest 5% of the population, where only 5- 
10% of the national income is shared by the lowest 
20% of the population. It is desirable, therefore, that 
the schemes for mobilising additional resources be 
directed towards the highest 5% and the middle 75% 
of the population. The lowest 20% should be spared 
and be considered as those who would benefit as a 
result. 
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Health Care Delivery System 

Health and human development form integral 
components of overall sodfeconomic development of a 
nation. 

Major Public Health Programmes 

• Maternal & Child Health/Family Planning 
Programme 

The MCH services constitute an integral part of 
the family welfare programme and occupies an 
important place in the socio-economic development 
planning. It also plays a crucial role in human 
resources development and in improving the quality 
of life of the people. The programme has been geared 
up to achieve the objective of reducing IMR below 
*0 by the year 2000. The MCH services are 
provided as a part of total health care to the 
cummunity. The government has sponsored 
immunisation schemes. Programme for oral 
rehydratiori therapy is another child survival scheme. 
The immunization programme is one of the most 
cost-effective public health measures Its impact is 
intrinsically related to the programme of MCH & 
FP. 

• Social Safety Net 

An agreement has been signed with World Bank for 
upgradation of facilities at PHC (30,000 population) 
to reduce maternal mortality and provide 
institutiuonal deliveries Selected PHC’s in 90 weak 
districts will be strengthened with the provision of 
an operation theater for simple surgeries, a labour 
room, an observation room, staff quarters, provision 
for running water and electricity. 

• Universal Immunisation Programme (UIP) 

It has beeh realised that the UIP is an effective 
intervention to prevent morbidity and mortality of 
children and pregnant women A “Technology 
Mission on immunisation” has been launched 
covering all aspects commencing from research and 
development to actual delivery of services to the 
affected population. During 1990, 85 percent of 
children have been covered. 

• Child Survival and Safe Motherhood Programme 
With effect from August, 1992, an integrated MCH 
and Immunisation Programme has been taken up 
for Implementation with financial asistance of World 
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Bank and UNICEF, and has 2 components: UIP 
ORT, Prophylaxis Schemes and ARI control 
programme for all statesAJTs, and safe Motherhood 
initiative for six high IMR/MMR states the project 
wall be operationalized in a phased manner over 5 
years to cover 466 districts. 

• Communicable Diseases 

The following are the national Health Programmes: 

i) Malaria Eradication programme (also 
monitoring Kala-azar and Japanese encephalites) 

ii) Filaria control Programme 

iii) Tuberculosis control programme 

iv) Leprosy eradication programme. 

v) AIDS control programme 

vi) STD Control programme 

• Non-Communicable Diseases 

National Programme for Control of blindness 
National Diarrheal Disease control programme 
National Goiter control programme 
National Mental Health programme 
National Diabetics control programme 

National Health Policy 

The National Health policy of India aims at 
providing an integrated, comprehensive approach 
towards the future development of health services, 
medical education and medical research to achieve HFA 
by the year 2000, The policy guidelines emphasize 
equality in the provision of health services to meet the 
minimum health needs of all people through universal 
provision of comprehensive PHC services It makes 
people conscious of their health needs and encourage 
their involvement and participation in the planning and 
implementation of the health programmes; stresses on 
improving the standards of environmental sanitation, 
and personal hygiene leading to reduction in the 
incidence of diseases and a healthier life. The policy 
emphasizes on the development of maternal and child 
health services so as to bring down the maternal ana 
infant mortality rates and overall death rate by about 
50 percent. 

India is committed to attain HFA by the year 2000 
through the universal provision of comprehensive 
primry health care facilities. This has been reiterated 
in the countrys national health policy adopted in 1983. 
In this context, the foliowing norms for provision of 
health infrastructure have been adopted; 
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• One village Health Guide per Village or a population 
of 1000 

• One sub-center for a population of 3000-5000 
depending upon the terrain, backwardness, etc. 

• One PHC for a population of 20,000-30,000 

• One Community Health Centre (CHC) for 100000 
population with four specialists in medicine, surgery 
pediatrics and gynaecology and 30 indoor beds with 
X-ray and .clinical facilities 

In consenance with the guidelines provided in the 
National Health Policy for achieving HFA by the year 
2000, the healthcare facilities are being further 
augmented as: 

The network of hospitals is being strengthened 
gradually towards the objective of one hospital bed for 
every 1000 population (present bed: population ratio 
is 0.74) with emphasis on rational distribution of beds 
so as to provide adequate support to primary healthcare 
services. 

Bringing together primary healthcare services in 
urban areas and family welfare activities under the 
supervision of medical colleges in collaboration with 
the local health authority in the towns where they are 
located so as to actively involve healthcare professionals 
in the healthcare services. 

Providing with specialised services in important 
branches to district hospitals to enable them to provide 
back up support to the rural health organisation through 
the referral system and specialised services 

To provide diagnostic facilities for early detection 
of disease. 

Rectifying the regional imbalance through 
strengthening of specialised institutions and super 
specialities in areas where serious deficiencies exist. 

The establishment of new hospitals, and providing 
them with additional beds have greatly helped to balance 
regional distribution and viability. 

The number of beds have increased substantially to 
more than 520 per cent as compared to 1951. The 
expansion of institutional facilities have immensely 
improved the bed: population ratio. 

75% of the hospitals have 19.5% beds only (0.50 
bed capacity). While 10 percent of the hospitals (in the 
range of 51 -100 beds) have another 10% beds. Though 
the number of hospitals in the range of 101-200 is 7% 
but they have another 14% beds The large hospitals in 


India having more than 700 beds (1.3%) occupy the 
share of 18% of the total available beds 

Being a walfare state, it has been the endeavour of 
the Government to carry out healthcare facilities 
wherever they are needed Voluntary and private 
organisations have also been encouraged to augment 
the facilities. In addition, industries provide health 
services to their employees individually and through 
employee State insureance scheme 

About 86 percent of the beds are available to nearly 
24 percent of the urban population while 76 percent 
rural population has been manage with 14 percent beds 
The beds in the dispensaries are of observational type. 

Ownership Status of Medical Institutions 

The government owns nearly half (49%) of the 
hospitals with 69% beds In addition, local bodies have 
5% beds The voluntary and pnvate bodies constitute 
46% of the hospitals, but the numbr of beds is 26% 
only. 

The Mudaliar Committee (1965) suggested the norm 
of one doctor and nurse per 3500 and 5000 population 
The total requirement according to these estimates 
works out as 277714 doctors and 194500 nurses by 
the year 2000. 

Rural Health Care System 

Coordinated efforts are being made under vanous 
Rural Health Programme to provide effective and 
efficient services to the people in the rural areas. At 
the end of Sept. 1992 the number of Sub-centres rose 
to 1,30, 782, PHC’s 20847, CHC’s 2060. and Village 
Health Guides-4.75 lac. Health and F W training 
centers are established to give inservice training to 
health personnel in rural areas. The centers are set up 
with 100% financial assistance from the government 
The recurring cost of one center is 7.80 lakh 
approximately. 

The norms specified for health care workers are: 
MPW Male/Female : 1 per subcenter, population 
coverage 3000-5000 

Health Assistants per MPW (HW,m)/HW(F) 1:6 

Traditional Indigenous systems of Medicine 
Indian System of Medicine 

The national health policy assigns an important role 
to Indian system of Medicine and Homeopathy in the 
delivery of primary health care and envisages its 
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eventual integration in the overall healthcare delivery 
systems in the context of achieving HFA by 2000 AD 
The policy envisages the private practitioners of Indian 
system of Medicine and Homeopathy to be involved in 


the prevention and promotive aspects of healthcare 

Non-Governmental Organisations 

The Government of India. Considering the 
importance of community participation and peoples 
involvement into the health programmes has been 
encouraging voluntary organisations by providing 
financial assistance, guidance, and encouragement for 
participation in various national programmes 

These organisations play a crucial role in the overall 
development of health 

Health Insurance 

It has been endeavour of the Government to provide 
medical relief and health care facilities to all. Social 
securities and assistance related directly to healthcare 
are: 

Central Government Health Scheme (CGHS) 
This scheme was started in 1954 under the 
Directorate General of Health Services to 
provide comprehensive medical care to central 
Government employee, employees of certain 
autonomous bodies, retired government 
servants and public servants. 

The Employee State Insurance Scheme 
(ESI) 

The scheme made its beginning in 1952. The 
insured persons and their dependants are 
entitled to sickness, maternity, disablement and 
medical benefits. The funds for the scheme are 
collected by contribution from the central and 
the state governments according to the 
prescribed pattern to contribution from each. 

Other Medical Facilities 
Labour Laws 

The medical facilities provided by the 
government under Mico Mines, Iron Ore, 
Manganese Ore, and Chrome Ore Mines, 
Limeston and Dolomite Mines and welfare of 
Bedi Workers play an important role in the 
healthcare delivery system. 


In addition, certain public sector 
undertakings have extended medical facilities 
to their employees exclusively. 

Railways 

Railways is the largest employer in the country 
next to the defence. It provides healthcare to 
their employees and their family members 
through the network of their own hospitals and 
health units spread all over the country. There 
were 107 hospitals and 655 health units with 
12412 beds providing comprehensive health 
care to railway beneficiaries numberings 82.84, 
during 1986. 

District Health System 

With 466 districts, 5011 (development) blocks. 
5,57, 137 villages the DHS in India generally lacks 
the ability to translate national policies and 
strategies into operational terms, and it can not 
design health systems that cope effectively with 
community involvement and intersectoral 
coordination. DHS suffers from inadequate and 
poorly organised financing and budgetting and lack 
of sufficient trained manpower. Programmes 
carried out at district are not well coordinated with 
other activities. The management information 
system is usually inadequate, resulting in poor 
monitoring and evaluation. 

Large number ofhealth centers and health posts 
have been established in most of the districts. The 
corresponding increase in accessibility of health 
services is of great benefit to the people. Inter 
scetoral collaboration with other organisations is 
being strengthened. 

Community Involvement 

The National Health policy (1983) stressed the 
role of community participation in the health care 
services to achieve HFA by 2000 AD. Efforts have 
been made for the activisation of village Health 
committees; full involvement of the block and 
district level panchayatsin the planning, organising 
and running of the health services and 
implementation of Village Health Guide Scheme. 
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The Guide is meant to be a vital link between the 
community and health functionaries thereby 
ensuring the communiy participation and preparing 
a cadre of volunteers selected by the co mmuni ty 
itself for providing PHC services. Higher peoples 
involvement with improvement of intersectoral 
collaboration has shown encouraging results. 

Apart from health, the socio-economic policies 
of the govenment of India are directed towards 
achieving HFA by the year 200 special emphaisis 
has been laid under 20-point programme and 
Minimum Needs programme to accelerate the 
process of development. 

The HFA strategy will not stop by the year 
2000. It has to go on to address health problems 
that have not been solved and to meet the new 
problems that may arise. 

Issues/Challenges 

Although the implementation of PHC strategy 
has met with some success, it is faced with many 
difficulties. Resources are inadequate at all levels 
inspite of the Government efforts. Illitracy 
continues to be a major problem, especially of 
females. Health information system is not well 
developed. The referral structure is far from 
adequate. Inadequate manpower, poor diagnostic 
facilities, scracity of essential material, lack of 
motivation, lack of professional health care 
administrators and poor working conditions, the 
unequal society and subsequent staff development 
and community education programmes have 
highlighted particular instances of low health status 
in Indian and their links to poverty, hunger, 
homelessness, unemployment, and illitracy. All too 
often, PHC services are organised on the lines of 
traditional curative services rather than in response 
to the need for the community based activities with 
a strong emphasis on health promotion and disease 
prevention. Policy and technologies are very much 
there, problem is at the implementation level. 

The Way Ahead 

The thrust areas that need urgent attention are: 


• equality in access to services, 

• move towards community-based health 
system, 

• to enable people to develop personal skills 
for health, 

• improving coverage, 

• decentralising decision-making, 

• developing extensive public health education 
programmes, 

• strengthening rural health services, 

• self care, home care and ambulatory care, 
facilities need to be encouraged, 

• designing sound information systems, 

• appropriate use of resources; human, 
material & financial. 

• Change in life styles 

• the tripod of sustained development, 
population stabilisation and environmental 
protection has to be finely balanced for better 
quality of life. 

It is desirable to develop the kind of healthcare 
that is easily accessible to all particulary the 
underserved and under priviledged. The available 
resources need to be equally distributed and 
allocated on a more equitable basis. 

Equally important is effective and meaningful 
coordination between the governmental and public 
sectors, and also within these sectors. Health and 
human development form integral components of 
overall socio-economic development of nation. 
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The Membership of the Royal College of Physicians Examination 
(United Kingdom) - The Short Cases 


M Afzal Mir, M B. D.C.H, F R C P 
The Short Cases 


The short cases part of the examination is considered 
to be the most critical test of bedside behaviour and 
diagnostic competence It is also, by reputation, the 
most challenging, difficult and awa-inspiring 
examination The overall failure rate of about 80% in 
the M R C P examination is in the main due to a high 
proportion of failures in the short cases. Unlike the 
viva and long case where a borderline failure in the 
one can be compensated by a good performance in the 
other parts of the examination, there is no compensation 
for a poor display in the short cases. Yet a logical 
dissection of the content, statistics and mechanics of 
tins examination will baffle any outsider about such a 
high failure rate. 

The cases likely to be shown are generally well 
known and anyone who masters 70 commonly 
occurring short cases in the M R C P examination (see 
below) will not be surprised when asked to examine a 
few examples. There is also a limited number of 
examination routines required to examine a few 
subsystems, Despite a plethora of course and books 
available to candidates to improve their performance 
in the examination, the failure rate remains high When 
you ask any examiner to explain this paradox, they 
say that they are not just looking for the ability to 
diagnose a condition, which is often obvious, but the 
candidate’s familiarity with clinical skills, and for the 
feeling that they are in the presence of a competent 
clinician In arnving at their final verdict the examiners 
take particular note of how you approach the patient, 
you examination technique, you spontaneity of shifting 
from one part of the body to another in pursuit of 
relevant signs fluidity in giving a coherent account of 
all the findings and conclusions, and your bedside 


behaviour and composure throughout Failure to 
appreciate this is often the reason why some candidates 
are devastatingly surprised to hear the bad news when 
they were confident that they had passed the short cases 
examination. 

As a Medical Registrar 1 was considered to be a 
good clinician by everyone who knew me and I was 
devastated when I failed twice in the short cases, despite 
the fact that I had diagnosed almost everything I was 
shown. As there was no feedback from the examiners I 
did not know what and how I could improve. Eventually 
I decided to approach a consultant. Dr X, who was 
well known for his hawkish appraisals and had helped 
many candidates through the Membership examination 
He asked for and I gave him the full details of my two 
unsuccessful attempts but he did not offer any 
comments on my deeply held conviction that I should 
have passed both times He asked me to come back 
three days later when he had lined up 5 short cases 

My first case was an easy aortic stenosis which I 
diagnosed without difficulty. Dr X asked me for the 
diagnosis and I could hardly contain myself. I said, 
aortic stenosis!* There was a short pause while he fixed 
his gaze on my face and then without any comments or 
gestures he asked me to see the next case which was a 
woman with rheumatoid arthritis. I had no difficulty 
with this either and I was next asked to examine a chest 
It took me three minutes to find that this patient had a 
left sided pleural effusion. The last two short cases were 
an ulnar nerve palsy and acromegaly. He only asked 
me one question in the final case. ‘You suspect this 
patient has acromegaly from his appearance which 
could be normal for him. Would you like to do one or 
two bedside tests to support your diagnosis? I began to 
test for the presence of a bitemporal hemianopia and it 
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was the only time I noticed a slight appearance of 
disapproval on his face. I thought I had done a good 
job and was devastated to hear his verdict, ‘I am not 
surprised why you failed twice, I would be hard pushed 
to give you 4 out of 10!’ 1 was not prepared for this 
because I had diagnosed all five cases and 1 asked him 
to explain himself. 

‘Very well!’ He took a deep breath and said, ‘out of 
10 candidates ready to take the Membership 
examination, how many would miss any of the 5 cases 
I showed you»? 

‘None.’ 1 said, ‘they were all very easy.’ 

‘Then perhaps you can tell me why only 3 out of 10 
would pass the examination!’ He continued, ‘by the 
way, in the last case I’d asked you to support your 
contention that the patient had acromegaly and not to 
confirm that there was a tumour pressing on his optic 
tracts!’ 

This candidate passed at his next attempt after he 
had some coaching on how to demonstrate his findings 
and present his diagnosis convincingly. It is a small 
matter of 30 minutes dunng which a pair of examiners 
will show you a a number of cases and ask you to 
examine a variety of systems or subsystems, for this 
task you need to prepare yourself for all aspects of 
clinical behaviour. 

Preparation 

The clinical skills required for the short cases 
examination can only be acquired by diligent and 
methodical preparation, experience and purposeful 
practice the examiners wish to ascertain that you can 
be trusted to carry out an adequate clinical examination 
and make a competent assessment. As mentioned in an 
earlier article, in the course of your training jobs you 
should consider all the patients you see as short or long 
cases, and practise examining and presenting your 
findings Look out for all the ‘good signs' passing 
through your hospital and use as many of these as 
possible as practice short cases. If you make a constant 
effort to see as many cases as possible in various 
specialities, then there is no reason why you cannot 
gain spontaneity, speed and smoothness in performing 
clinical skills. 

Many general hospitals in the subcontinent do not 
have specialities or specialists in rheumatology, 
dermatology, and in some cases not even in neurology. 
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but they do have junior doctors who aspire to acquiring 
the coveted Membership. If you fit in this category then 
you should be constantly on the lookout for seeing 
patients with a disorder in any of these specialities in 
any ward or clinic. Arrange it with your friends in 
other units to let you know if they have any patients 
with interesting signs. Learn and practise the 
examination routines from the book. An Aid to the 
MRCP Short Cases (Ryder et al, 2nd Edn, Blackwell, 
Oxford. 1997), and study the 200 short cases given in 
that book. Some examples of what you may be asked 
to examin e are given in Table I. ___ 

Table 1 


Examination routines 


Heart 

Ask some questuns 

Examine the gait 

Akwd(«ncn 

Look at this patient 

Examine the cramal nerves 

Fundi 

Look at the eyes 

Skm 

Chest 

Look at the face 

Legs and arms 

Hands 

Te* the visual fields 

Thyroid dalus 

Legs 

Pulse 

Look at this rash 
Examine the neck 

Listen over here 


When you have gained some fluidity in examining 
the various subsystems, find someone with the 
Membership in your hospital and get them to test you 
on some short cases. Look at as many pictures as 
possible of the unusual short cases presented in the 
book referred to above in vanous atlases Table 2 shows 
some examples of both the usual and unusual short 
cases This list is by no means exhaustive, the readers 
interested in the MRCP examination should consult a 
book on MRCP short cases for a complete list of short 
cases likely to be shown in the examination 


Table 2 

Some examples of MRCP short cases 


Common short cases 


Unusual short cases 


Diabetic retmepathy 

I lepalnrp lenomegaly 

MiUal/auftic valve disease 

RheumatouiAwteoaithrosis of hands 

Splenomegaly 

Dullness al lung base 

Optic at/iphy 

Paget's disease 

Chronic liver disease 


Old polio 

Smigc-Weber svudrome 
Peutz-Jcgfrcrs syndrome 
Erythema ah igjie 
Marian s syndrome 
Argyll Robertson pupils 
Jugular iWamen vyudrixnc 
Congenital syphilis 
Turner's syudromc 


The examiners want to see how familiar you are 
with the examination steps when you are asked to 
examine any system In order not to appear meditative 
in between the sequential examination steps you should 
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practise all routines many times over on patients, 
friends, spouse.or even on a teddy bearl 

In the Cardiff MRCP course I was shown a video 
of my examination technique in front of the other 
candidates It was very bad and I felt humiliated When 
I mentioned it to my mother-in-law she made a human 
dummy for me. I practised my examination steps on 
this dummy repeatedly till I knew them please would 
you like to take your dress off so that I can examine 
your heart' backwards. In the examination my 
examination steps merged into each other like a dream 
I passed the examination even though a tutor at Cardiff 
had said that I had no chancel 

When you have mastered all the examination 
routines arrange to attend one of the MRCP courses in 
the United Kingdom, a couple of weeks before you are 
due to take the clinical part of the examination 

I he Short Cases Examination 

Two examination will take you for approximately 
15 minutes each They will each record a separate mark 
and at the end have a brief discussion to come up with 
a combined mark. The examiners are encouraged to 
introduce each case something like this, ‘This is Mr 
Jones. He has been breathless for the last 6 months 
Would you examine his heart to find an explanation ’ 
However, the examiners may simply ask you to look at 
a patient, or examine his heart, chest, eyes or hands 
(Table 1) They will watch your every move and often 
will not interfere unless they feel they must. You should 
not give them any cause to interrupt your progress 

Approach 

Once you have heard the examiners instruction you 
should not waste any time and should set about to do 
what you have been asked to do. Remember they are 
watching you how you will approach the patient and 
interact with them Be very polite and introduce yoursdf 
to the patient. Hello Mrs. Smith. Good morning. I’m 
Dr Shah (resist the temptation to give your full name 
together with all the docorations e g Syed Ghulam 
Rasool Shah). I*ve been asked to examine your heart, 
would you mind if I examine you ’ The patient may be 
wearing a gown for this task but if not. ask her, ‘Do 
not undress the patient youself even if he is a young 
healthy looking man While the patient is undressing 
herself look at her from the face downwards for any 
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Examination 

If you are asked to look at a patient with a spot 
diagnosis bang the underlying requirement, do not C 3 er 
at the patient as if you studying a piece of moonrocki 
Introduce yourself to the patient and look discretely 
from head downwards for any special features 
suggestive of a diagnosis. Asked to examine a part or a 
system start gently after exchanging a few pleasantries 
with the patient Always bear in mind that you are 
examining a human being and not a lump of meat' Be 
gentle and take care that you do not hurt the patient. 
For example if you are asked to examine the hands 
say to the patient. *1 would like to, if I may, exmine 
your hands, please let me know if any part of your 
hands is painful or tender. I will be gentle but tell me if 
it hurts.’ This little chat is precautionary and polite but 
it will also help you to develop a rapport with the 
patient 

When you are asked to examine a system do not 
waste time in asking supplementary questions as this 
candidate did: 

Examiner: This is Mr Smith His doctor heard a heart 
murmur on a routine examination Please would you 
examine his heart and tell me what you think 
Candidate: Do you mean just the heart or the entire 
cardiovasular system 9 
Examiner: Examiner the heart, please 
Can did ate: Yes, I know, but do you want me to examine 
the peripheries relevant to the system 9 
Examiner: Just as you please but get on with it. 
Candidate: Would you like me to give you a running 
commentary or just the diagnosis at the end? 
Examiner: Whichever way it suits you. 

Not even a John Arlott or Omar Kuereshi would 
volunteer to give a running commentary under the stress 
of short cases examination, but if you are that good 
then you should talk the examiner through the steps of 
your examination. It is safer to concentrate on the job 
in hand and give your well supported conclusion at the 
end In fact, the talking time should be spent in thinking 
about what you are going to say unless the examiner 
roquestsyou to tell them what you are doing as you go 
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along 

It is outside the scope of this paper to gj ve the detail s 
of various examination routines and the clinical features 
of the common short cases which are set out in our 
book. An Aid to the MRCP Short Cases 1 hope it will 
not be considered immodest of me if I suggest that 
anyone wishing to take the Membership examination 
will find this book a useful companion 

When you have completed the examination you 
should cover the patient and thank him before leaving 
to face the examiner. If you have unwittingly caused 
any pain or discomfort then you should apologise, Tm 
afraid I’m a little anxious and my hands are cold even 
though I tried to warm them. I hope I did not case you 
too much discomfort. Thank you very much for your 
patience.' 

Presentation 

The examiner’s enquiry, however phrased, seeks 
either a diagnosis or your findings If it is the former 
then one assumes that a diagnosis is possible and you 
should have it ready to offer If you have managed to 
formulate a diagnosis then you should offer it with 
supporting evidence Do not throw a two word gem 
such as aortic Stenosis' at him and stand erect like a 
statue waiting for him to congratulate you on your 
achievement! If you encountered little or no difficulty 
then the other candidates must have found it easy as 
well, and our presentation must be good enough to put 


you in the top tier of the Membership hopefuls. Even 
the way you present your findings supporting you 
diagnosis and their hierarchy will convey a message to 
the examiner about you clinical competence, 'this 
patient has aortic stenosis with a grade 4/6 ejection 
systolic murmur audible over the aortic area and 
conducted to the root of the neck the aortic second 
sound is soft (or absent), the pulse is slownsing and 
the apical impulse is ponderous and located in the left 
5th intercostal space inside the midclavicular line 
When giving the diagnosis the most cntical finding 
should be given first then the others in order of their 
importance and not in the order of your eliciting them 
If the examiner wants to know your findings then 
you should give them in the order you found them, i e 
from inspection to auscultation You may start by 
saying 'the patient is comfortable, the pulse is slow¬ 
nsing regular at 80 beats per minute, the jugular venous 
pressure is not elevated’, and then move on to the apex 
beat and the auscultatory findings Only mention the 
relevant negative findings and not a blanket of, no 
anaemia, no jaundice, no clubbing no cyanosis, no 
pigmentation ‘ the examiners conclude that you are 
giving these from rote and not presenting an intelligent 
and pointed summary of you findings 

The bell will signal the end of the examination but 
do not leave until they dismiss you The examiners 
usually thank the candidate and thi s should be returned, 
so thank them as you leave and hope for the best* 
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Neurological problems in Diabetes Mellitus 

This retrospective study analyses the data from 1294 
patients with diabetes Mellitus admitted to the 
endocrinology department of a Medical Institute at Snnagar 
(India) The focus is on the neurological problems (NP) 
encountered by these patients with special emphasis on 
peripheral neuropathy (PNP) and strokes. 599 patients 
(4(> 29° o) had one or the other form of NP, which included 
PNP96 66°o. stroke (5 51%) parkinsonism (1.5%)seizure 
disorder (117%) dementia (1%) myelopathy (.33%). 75 
patients had more than on NP The frequency of NP was 
significantly higher in patients with type II DM (P< 0.001) 
than with other types The authors conclude that increasing 
age. duration of diabetes, poor glycenu control may 
predispose to neurological problems particularly PNP. 
ischeme stroke and Parkinsonism 

A H Zaruar. DM. F A. Sofi. MD. B A Laway. MD. S R Masoodi, 
MD N A Shah'. MD F^A Dar. B Sc. Profile of neurological 
problems in Diabetes MaJitus retrospective Analysis of data from 
1294 patients .Ann Saudi Med 1997; 17(1) 20-25. 

Lead Exposure 

Occupational exposure to lead is common in people 
working in smelters battery recycling plants auto body 
painting This study highlights the problems of led exposure 
in "Papier-machie workers.*’ Paper, mache is one of the 
oldest handicrafts of northern India state of Jammu and 
Kashmir where workers, make use of lead based paints for 
their work, to produce what is known as papier inachie 
articles Papier mache workers arc compared with 35 age 
and sex matched controls Blood lead levgels in workers 
are significantly higher than controls (Mean 68 07+44 64 
g dl vs 25 52+16.5 g/dl P/0 001) Urinary lead was also 
higher in workers! 128 53+52 61 g/l) compared to controls 
(91 18+ 27 06. p/0 001) but excretion of urinary 
coproporphynn in the two groups was not significantly 
different (102 >8+153 42 vs 70 03+27 06 g/l. p>0 05) 

A Walud. PA K«nl. S 11 Shall. A R Khun M S Hha«. M A Malik I cad 
exposure ill papier mache workers l!tun.ui Ac experimental Toxicology 
I'W’.li. 2x|-2Kt 

Familial Puerperal Alactogenesis 
Abstract: 

Isolated prolactin deficiency is a rare disorder of which 
only few cases have been reported In this article we report 
a women and her mother who during their eight 
pregnancies had puerperal alactogenesis. Hormone 
evaluation revealed isolated prolectin deficiency in both 
or them This report demostrates the dominant role played 
bv prolactin deficiency in puerperal lactation We posmlate 


the possibility of a genetically transmitted isolated prolactin 
deficiency 

A.II. Zaruar. S R MsvmhIi. HA laway NA Khali M Salahuddoi 
I .mulla(l puerperal aladogoieox p<W»ilitv isolated profociui ddicioicx 
Hr J ol*stcl (iVDwvnl 1*197; 1(M' 629-MI 

Liver Transplantation in Developing Countries 
Abstract: 

Liver transplantation is an accepted treatment for 
endstage liver disease, life-threatening complications of 
liver disease, and acute liver failure Liver transplantation 
has shown steady growth over the years in North America 
and Western Europe due to the introduction of cyclosporin 
A. However, this therapeutic modality has shown little 
impetus in developing countries Until now. only a fraction 
of patients.who need a liver transplant can afford it and do 
go to the West for such treatment A few centers in the 
West have recently begun to offer transplants, and the 
experience gained from these centers shall be of immense 
value «tb expand this treatment modality Donor organ 
availability and procurement is a problem, considering the 
culture, social, and religious beliefs of the population The 
spectrum of liver disease demanding transplants in this 
population is different than in the West Hepatitis B virus 
is a dominant cause of end-stage liver disease in developing 
countries Transplants for hepatitis B virus-related cirrhosis 
is associated with high recurrence rates, loss of graft, and 
high mortality Hepatitis B immunoglobin (high doses) is 
effective for preventing hepatitis B virus recurrence, adding 
unacceptable costs to the transplant program Latnuvudme 
has been used recently for preventing such recurrences, 
however, more experience with this drug is needed for its 
long-term use and efficacy Hepatitis C virus is endemic in 
developingcountncs.and hepatitis C virus-related cirrhosis 
is the most common indication for liver transplants in the 
community Hepatitis E virus causes epidemics of jaundice 
and a high occurrence of acute liver failure in the Indian 
subcontinent. Liver transplantation, though effective, 
cannot be offered to these patients due to its local 
unavailability and high costs. Transplants centers in 
developing countries have to gam experience over the next 
few decades to formulate their own guidelines for organ 
procurement, patient selection listing, and the short-and 
longterm management of patients with transplanted livers 

llic p.ipcr was presented l»\ Mitiaiiuiiud Null .01 King laisa) 

spcoalirJ llirfiitjl aid Research CavlTc Kivadh. .ii the Animal aid 4tli 
Intern at nnal Islamic Medical cmvoittm held m A 1 n .11 .!• •nlm ««t JuJv 26 
1997 Reeled in JIMA 1997. 29: 115 


Vol 4 No 4. October-December 1097 


330 




Ik - PRACTITIONER 



Name Arifa Khan 

Date of Birth 4, December. 1943 

Place Srinagar Kashmir 


Education : 

F Sc Govt Women's College, 1959 
MBBS Govt Medical College. Sgr 1964 

Rotating Internship : 

Bar bat on Citizens Hospital. OHIO. 196b 
Residency Radiology : 

Long Island Jewish Medical Centre Albert Einstein 
College of Medicine 1967-1970 

Fellowship General Radiology LIJMC-1971 

Positions Held : 

Instructor of Radiology SUNY, Stony Brook. New 
York. 1972 

Assistant Prof of Radiology SUNY. Stony Brook. New 
York, 1972-80 

Associate Prof of Radiology-Albert Einstein College 
of Medicine, 1980-1989 

Professor of Radiology-Albert Einstein College of 
Medicine- 1989 to Present 


Associate Chairman-1994 to present 
Number of publications Over 50 

Membership : 

Amercian College of Radiology 
Amercian Roentgen Ray society 
Amercian Society of Thoracic Radiology 
Amercian Society of Neuro Radiology 
Amercian Society of Academic Radiologists 
Amercian Society of Programme Directors 

Book Chapters 

Critical care Radiology in intensive care Medicine 
Intensive care radiology in Cardio Pulmonary critical 
Medicine 

Interview: 

Q.l. You graduated from Kashmir Medical College 
and spend four decades in I S A, do you leel 
that it was a good decision? 

Ans It was a good decision considering the political 
turmoil in Kashmir Other factors were freedom 
of speech and religion, higher standard of 
Medicine and economic benefits However l do 
feel guilty sometimes beca se l had a free 
medical education in Kashmir and 1 owe 
something to die People of Kashmir I would like 
to repay in some way 

Q.2. In what ways one can help Ins people and 

colleagues (serving here) while working 
abroad? 

Ans Some of the ways I can help is to send journal 
and books in my speciality, sponsor medical 
doctors interested in my speciality to spend some 
time in US A Give lecturers in die medical school 
when I am here 

Q.3. What advise/suggestions you can give to your 
doctors who go abroad for higher education 
and then stay there? 

Ans My advise will be to help in any way possible to 
improve die standard to health care in Kashmir 
Q.4. What suggestions you give to attract talented 
doctors back to 3rd world countries to 
improve our health services as well as bring 
them nearer to standard of west? 
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Ans. My Suggestion a re: 

1. Satabilfize the political situation in Kashmir. 

2. Give complete autonomy to the physicians 
to improve the condition in the hospital 

3. Better financial package. 

Q.5. Do you feel for your family and relatives whc 
have to depend on less advanced management 
here? 

Ans Yes 

Q.6. A word about Medical care here and aborad? 

Ans Medical care in US is very advanced All state 
of art investigations are available, clinical and 
basic examination is not stressed Every patient 
gets a battery of test' Cost of medical care is 
very high. Medical insurance is expensive 
Country hospitals are available for poor but the 
standard of medical care in these hospitals is 
not as good as in Pn vate hospitals Medical care 
in Kashmir needs improvement First impression 
on visiting SMHS hospital is lack of hygiene 
and filth and bad odour. Cleanliness can be 
achieved at no cost I think the physicians in 
Kashmir are will informed and knowledgeble but 
they do not have facilities to practice their 
medicine. 

Q.7. Is there a scope for improvement and in what 
way? 

Ans. There is definite scope for improvement First 
and foremost is to improve the hygiene of the 
hospital and surrounding areas. Provide the 
minimum requirements to practice medicine 
Spend money where it is needed 

Q.8. A word about doctors working in this state at 
minimum salary (Compared to west) under 
less facilities and difficult conditions with less 
incentives? 

Ans You can not compare the salary of doctors in 
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Q.9. 


Ans My bestf teacher dunng'medical school were - 

1. Dr Kohali in Physiology. 

2. Dr. Koul in Medicine 

3. Dr. Khanam in Surgery. 

Q.IO. Any hoby other than Medical profession? 

Ans My hobbies are;- 

Tennis. Sking. Swimming, Cooking 
Q. 11. If you are given any other choice for any other 
profession, which one you will choose? 

Ans. I will still choose to be a physician with radiology 
as my speciality. 

Q.I2. Any idea to return here in the near future? 
Ans. 1 plan to come for extended periods of time after 
my retirement and contribute to the improvement 
of medical care in Kashmir, Inshallah. 

Q.13. Do you feel JK-Practitioner was a need of time 
in the valley to hep continious medical 
education. 

Ans. There was a great need for a medical journal in 
Kashmir and Dr. Malik is to be commended for 
starting one 

Q.I4. Any suggestions for improvement of JK- 
Practitioner in future? 

Ans. The standard of JK-Practitioner is improving 
with every issue. I am sorry that I have been 
delinquent in sending articles in the past and I 
promise to send more articles in the future. An 
attempt should be made to include the journal in 
index medicus. 


-... vjo. lsoctors in US 

are well paid and much respected However some 
doctors in Kashmir do very well by augmenting 
their salary with private practice 

Who has been your best teacher during 
undergraduate training/io terns hip in Govt 
Medical College Srinaonr. 
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The JK-Practitioner arranged the following guess lecturers at Government Medical College. Snnagar this year 


I. 

2 

3 


Future of Foreign Medical Graduates in the U S by Prof Farooq A. Khan, MB, MACP, FCCP, Chairman, 

Nassau County Medical Centre US A , rino 

How to write an article : Medical Journalism by Dr. Tanveer Aman, MD % Assoaate ro essor o 

Nassau County Medical Centre U S A 

New Drug Development in the United States by Dr. G N Mir, Ph. D. % President and CEO. . uc ngham. 



USA 


Dr Tanveer Aman (USA) delivering o lecture at 
GMC Sriongor. 1<?Q7 



Prot FA Khan (USA) delivering a lecture Also 
seen are (from l - (?) Pro! Phooki Koul (Principal 
GMC). Prof Mo*d Yousuf (HOD Medicine GMC) 
& Or Malik (Head GIT Division GMC). Snangor 


Dr. Iffat Hassan Registrar, Deptt of Dermatology STD and Leprosy Govt Medical College, Snnagar was 
awarded the Prof K. Siddappa Gold Medal, certificate of Honour and a cash pnze of Rs 1000/- for her original 
research paper entitled "Hormonal Profile in Melasma" at the 25th National Conference of the Indian Association of 
Dermatologists. Venereologists and Leprologists held at Guwahati in January 1097. This study was earned out at 
PG1MER. CHANDIGARH 



Dr Iffot Hosson Reciev ng the Award 
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Roger C. Bone 

Dr. Roger C. Bone the eminent pulmonologist of 
international repute died on 8th June. 1997 at Rush- 
Prcsbyterian St Luke’s Medical Centre at Chicago. He was 

Dr. Bone published some 1000 scientific articles and 
wrote or edited about 56 books. His “Pulmonary and Critical 
Care Medicine book has gone through several editions He 
edited many journals and was on the Editorial Board of the 
Journal of Cntical Illness" since its inception Bone was Vice 
President for medical affairs and Director of Pulmonary 
Medicine at Rush-Presbyterian in Chicago and dean of Rush 
Medical College before becoming the President of a Medical 
College of Ohio in 1993. a post which he held upto last year 
when he was placed on medical leave by the trustees. The 
metastatic renal cancer was catching up with him. 

He took to writing about his personal experiences with 
cancer in the last years of his life and also appeared on 
network television advising his peers to show greater 
consideration for the dying patients under their care 

A series of articles appearing in the Journal of American 
Medical Association, after he knew he was dying of cancer 
gives a deep insight into his attitude towards life and death 
and his concern for the dying. 

Roger Bone was bom in Bald Knob. Ark and graduated 
from Hendrix College, now the University of Central 
Arkansas in 1963. He received a medical degree from the 
university in 1967 and rose rapidly in his career. Perhaps 
his choice of taking Pulmonology as his speciality was 
dictated by his early induction into the Vietnam war and with 
it. his encounters with the "Da Nang Lung". He was latter 
to dress up this killer in a more elegant language to help us 
understand its pathophysiological basis. His perspective on 
"immunologic dissonance” will go a long way in developing 
therapeMic tools against SIRS (Systemic Immune Response 

Syndrome) and MODS (Multiple Organ Dysfunction 
Syndrome). 

Here in Kashmir many of us had a face to face interaction 
with Dr Roger when he was amongst us in 1985 to attend 
the cardio-pulmanary conference (Photo - feature in this 
issue). This brief encounter has remained etched to our 
memory and suddenly unfolded as we heard of his death. 

The "Thinking Pulmonologist" is no more. The 
terminally ill patients in Chicago have lost another hope. 

No more will the masthead of the Journal of Critical Illness 
carry his name at the top - a habit it had developed for twelve 
long years 

May God rest his soul in peace 


G.M Malik (M D ) 
Editor-in-Chief 
Srinagar _ 


Prof. F A Khan, MB; MACP 
FCCP, Chairman Nassau County 
Medical Centre (USA) 


Excerptsfrom the 

Ejsj ,he joun,ai ° fcri,icai i,iness < v °'- * n 0 . 

• ''As I write this, | know thst I hsvc only , f ew weeks-or 

l,Ve The meU ’ t «“ from my rensI csrcnom, hsve 
spread to my lunfs, my arm bones, my spme. and even 
my brain. It wtll not be long before they kill me" 

metises were discovered more than , y „, and , 
half ago. Since then. I have tried hard to follow the 
progression of my disease with the same scientific curiosity 
and intellectual ngor I employed in more than 25 years as 
a practicmgphysician. This has not always been possible 

ihi.M my beS ' ^ lhe P">““ of dying so 

T d '*' h ’° hel P ° ,hCTS - terminally .11 
p tients, their families, and their physicians”. 

• "As physicians, we must never give our patients false hopes 
or unrealistic expectations, but neither should we deny them 
the comfort that hope can bring”. 

• "What I have also learned is that the psychological reactions 
to metastatic cancer are much more intense than 1 had 
anticipated. All the medical knowledge in the world did 
not exempt me from episodes of delusions, depression 
excessive anger, or hysteria Understanding the chemical 
•nd physiologic processes that contributed to these reactions 
made ,t easier for me and my family to cope with them, 
but it could not prevent or ameliorate those episodes” 

i "Medicine and my family have been the two great joys of 
my life, and I have been lucky to spend the last year and a 
half concentrating them In this time. I have written 
extensively on sepsis, which has been one of my chief 
research interests for almost 30 years I have also worked 
as a counselor to other dying patients”. 

> "However, the greatest lesson I have learned is the 
importance of open communication between a dying patient 
and his or her loved ones. Only this way can everyone 
involved begin to reconcile their feelings, which include 
not only love but intense sadness, fear, anger, guilt, 
abandonment, and resentment". 

» "I urge you all to help your dying patients, their families, 
and friends to leam to communicate openly before it is too 
late. A strategy that I found effective in my work with 
terminally ill patients was to suggest that their families 
and friends write letters to their loved one while he is still 
alive. In the letter, they can celebrate that person’s life, 
commemorate his achievements, remember shared 
experiences, and express their emotions Tl»e dying patient 
can then enjoy their thoughts, feelings, and reflections while 
there is still time to do so". 

Finally, death is a time for reconciliation and forgiveness 
If there is anyone I have inadvertently offended during my 
carter. I ask them to forgive me I have asked God’s 
forgiveness for my transgressions, and I have tned to forgive 
myself for my short-comings. This lias given me the peace 
to face my death". 
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